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STANLEY RIVLIN 
(SURGEON LONDON VARICOSE CLINIC) 


on 
ARICOSE VEINS 
AND THEIR COMPLICATIONS 
... the author is to be congratniated. 
Practitioner 


Wm. Heinemann 

Sizth Edition Now availabic 

OF MEDICAL STATISTICS 

By A. BRADFORD HILL, C.B.E., D.Sc., Ph.D., F.R.S. 
Demy 8vo 314 +x 10s. 6d. net, plus 6d. postage 

Revised and enlarged (containing a new chapter on Clinical 
Trials and 16 pages of random sampling numbers). 

The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 


UNITED STATES OF AMERICA AND CANADIAN 8FILING RIGHTS 
HELP BY OXFORD UNIVERSITY Press, INC. 
114, Fifth Avenue, New York, il, N.Y., U.S. A. 


AREERS IN MEDICINE 
Edited by P. O. WILLIAMS, M. -- (Cantab.), M.B., 
B.Chir., M.R.C 
With contributions from 49 eon ‘medical authorities 
Or. 8vo 292 pages Price 15s. net, plus 1s. 4d. postage 
This book outlines Se patois qualities of mind, the type 
and amount of specia’ training, required in each ‘branch o! 
the Medical Profession. 


*. . . it should be in the hands of everyone who has to advise 
medical students, and certainly should be consulted by every 
newly-qualified doctor.” —T'he Practitioner. 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


10s 6d 


Third Edition 
BDOMINAL OPERATIONS 
By RODNEY MAINGOT, F.R.C.S. 
Surgeon, Royal Free Hospital 
Completely revised. 74 Chapters (11 new). 1594 Illustrations 
11 Colour Plates. 1568 Pages. Price £8 10s. net. 


H. K. Lewis & Co. Ltd., 136, Gower-street, W.C.1 


“HE LAW AND ETHICS OF DENTAL 
PRACTICE 
By W. DURAND, M.R.CS., L.R.C.P. 
of the dical Protection Society 


YD. MORGAN. D.S. (Leeds) 
Formerly Deputy De — 1 Secretery of the British Dental 
A-sociation 
Foreword by Professor R. } 4 Brap.Law, M.D.S. Dunelm, F.D.S., 
M_.R.C.S. Eng. 


Professor of Oral Pathology, Durhem University 
Director, Newcastle-npon-Tyne Devtal hool 


Expert guidance on the A which confront the 
en 


Demy 8vo 98 + viii Price 7s. 6d. net, plus 7d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


\ ANAGEMENT OF BURNS 


Six articles prepared by a subcommittee of the 

BRITISH ASSOCIATION. OF PLASTIC SURGEONS 

Reprinted from Tuk LANCET with an appendiz 
These articles record the practice of surgeons who are treating 
burns every day and who see the good resuits of treatment 
that is care fully planned from the start. Here is their plan, 
fully but briefly set out. 

48 pages Price 2s. 6d. (postage 4d.) 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


THREE RECENT 


ISSUES 


SEQUEIRA’S DISEASES OF 
THE SKIN 


New (Sixth) Edition 


By J. T. INGRAM, M.D., F.R.CP., 
and R. T. BRAIN, M.D., F.R.C.P. 


426 Text- 
105s. 


63 Colour 
figures. 


Plates and 


57 Illustrations. 


THE NATURE OF VIRUSES 
A Ciba Foundation Symposium 


By 


various contributors 


MODERN VIEWS ON THE 
SECRETION OF URINE 
The Cushny Memorial Lectures 


Edited by 
F. R. WINTON, M.A., M.D., D.Sc. 


30s. 


42s. 2 Plates and 64 Text-figures. 


J. & A. CHURCHILL LTD., 


104 GLOUCESTER 


PLACE, LONDON, 
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DIGITOXIN with AMINOPHYLLINE 


Ei 
Digitoxin 0.05 mg. 
Aminophylline 50.0 mg. 
For rapid digitalisation with increased diuresis in 
Congestive heart failure Cardiac asthma Re 
Auricular flutter Auricular fibrillation 
Re 
THE ANGLO-FRENCH \DRUG CO. LTD. 11-12 GuiLForRD STREET, LONDON, w.c.! 
H 
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4 
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A search for the causative origin of asthma can indeed be a tedious one, but 
always the underlying factor—BRONCHOSPASM—can be treated immediately 
with FELSOL. Physicians in all parts of the world to which it has been Not 
introduced, have for years relied implicitly on FELSOL for the instant relief 

y it gives in an attack of asthma, no matter what the basic cause. 
FELSOL acts directly on the bronchial musculature and indirectly 
% Wy through the vagus and sympathetic. 


Rapid in action — Prolonged in effect 
Full relief in perfect safety 


Clinical sample and literature on request 


BRITISH FELSOL COMPANY LTD., 206/212, ST. JOHN STREET, LONDON, E.6.1 
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HENRY KIMPTON’S PUBLICATIONS 


New Book Just Ready 
THE VISUAL FIELDS 
A Textbook and Atlas of Clinical Perimetry 
By DAVID O. HARRINGTON, A.B., M.D., F.A.C.S. 


10” x 7” 327 Pages 234 Illustrations and 9 Coloured Plates Cloth Price £6 net 
New Book Now Ready New Book Now Read 
STRABISMUS SKIN SURGERY phi 
Diagnosis and Treatment 
By BEULAH CUSHMAN, M.s., M.D. By ERVIN EPSTEIN, M.D. 
94” x64” 208 Pages ; INlustrated Cloth Price 45s. net 9h” x64” 228 Pages 242 Illustrations Cloth Price 56s. net 
Second Edition Now Ready 


HANDBOOK OF PEDIATRIC MEDICAL EMERGENCIES 
By ADOLPH G. DeSANCTIS, M.D., and CHARLES VARGA, M.D. 
: SECOND EDITION, REVISED AND ENLARGED 
oy” x 5)” 389 Pages 73 Illustrations Cloth Price 46s. net 


New (5th) Edition z Just Ready 
CLINICAL LABORATORY METHODS AND DIAGNOSIS 
A Textbook on Laboratory Procedures with their Interpretation 
By R. B. H. GRADWOHL, ™.D., D.Sc. 


FIFTH EDITION, REVISED 
In Two Volumes, with a Complete Index of 157 Pages in each Volume 
10” « 63° 2451 Pages 765 Illustrations and 52 Coloured Plates Cloth Price £14 net 


New (3rd) Edition Just Ready 
GATHERCOAL AND WIRTH’S PHARMACOGNOSY 
By EDWARD P. CLAUS, Ph.D. 
THIRD EDITION, REVISED AND ENLARGED 
ee ag 731 Pages 306 Illustrations and a Colour Plate Cloth Price 93s. 6d. net 


25 Bloomsbury Way HENRY KIMPTON London, W.C.1 
Medical Book Department of Hirschfeld Brothers Ltd. 
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SUPPLIES OF THIS FOLDER 
ARE AVAILABLE FREE OF CHARGE 


“Reducing Your Weight” is a new and easily followed 
guide to diet for weight reduction, and includes some 
simple advice and a varied menu. The folder is designed 
for handing to the patient, whose name may be written 
in a space provided on the cover. 

Quantities of this folder are available free of charge to 
medical practitioners. For a supply, or a specimen copy, 
write to the Energen Dietary Service at the address below. 

The Energen Dietary Service, staffed by qualified diet- 
itians and under medical supervision, offers information 
and practical assistance in all dietary and nutritional 
problems. All services are free of charge, and practi- 
tioners are invited to apply for details. 


Available in the U.K. only. 
The Secretary 
ENERGEN DIETARY SERVICE 


25a, Bryanstone Square, London, W.1. Tel: AMBassador 9332 
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Introducing 


{ } 


COLLOZETS 


Crookes new antibacteria! lozenge 


© re >) COLLOZETS present the simplest, most effective local treatment of 
NS mouth infections and sore throats due to coughs and colds. 
© Based on an entirely new concept —the synergistic combination in one 
. @) lozenge of tyrothricin and a quaternary ammonium compound — 


COLLOzETS bring speedy and prolonged relief from pain and 
© irritation. The lozenges, though extremely potent, are completely 
© non-toxic and may safely be given to children. 


© © COLLOZETS 


Trade Mark 
each lozenge contains: 1 mg. tyrothricin 
2 mg. celylethyldimethyl. jum ethyl sulph 
in a pleasantly flavoured base 


packing: 18 foil-wrapped lozenges in each pack 
Basic N.H.S. cost 2/2 ; 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON - NW10 


MAGSORBENT 


(brand of magnesium trisilicate B.P.) Powder and Tablets 


the original antacid with a pollow- through 
action which prersists after the dose has been taken 


All the products of Kaylene (Chemicals) Limited are in Category 2 
or Category 4 in the Ministry of Health's Classified List, 
and are prescribable on Form E.C.10. 


Samples and literature on request. 


KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W.2 
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the famous Dutch 
RABRO TABLETS 
are now at your disposal 


THE MODERN THERAPY FOR GASTRIC 
AND DUODENAL ULCERS AND GASTRITIS 


dosage 
2 tablets 3 times daily after meals 


advantages 

+ ambulatory treatment 

+ strict dieting unnecessary 
+ assists healing 

+ no side effects 


manufactured by : 


RABRO COMPANY N.V., 
Nijmegen-Holland 


formula 
block-liquorice 300 mg. 
bismuth subnitrate 350 mg. 


magnesium carbonate 400 mg. 


sodium bicarbonate 200 mg. 
frangula 25 mg. 
calamus 25 mg. 
packings 


tubes of 40 tablets of 1500 mg. and 
dispensing packs of 500 tablets of 1500 mg. 


distributors : 


MACWILL & COMPANY LTD., 
7, West Road, Kingston-on-Thames 


full literature and many favourable clinical reports are available to the medical profession 
not advertised to the public 


In the Service re 


Research 


The House of Wander continues to maintain its 
advanced position in pharmaceuticals and quality 
food products because the standardization of active 
ingredients during manutacture is backed by careful 
control and investigation in its extensive Research 
Laboratories. 


In Quality 


The Wander Research Laboratories have made useful 
contributions in the fields of dietetics, nutrition and 
vitamins. Their wide experience and up-to-date 
laboratory facilities help to maintain the high quality 
of Malt Extract and Cod Liver Oil (Wander) the 
vitamin content of which exceeds that of the analogous 
B.P. preparations. 


A. WANDER LTD. 
LONDON W.1. 


M.352 


The special consideration of physicians when pre- 
scribing a malt and oil preparation is that of 
vitamin values. Comparative studies prove that to 
prescribe Wander Brand” is to specify malt 
extract and cod liver oil of the finest possible 
quality. 


In the Service of 
Medicine 


Careful control and investigation help to maintain 
“Wander Brand” in the forefront of its class. 
Moreover, with all its special advantages, ‘“‘ Wander 
Brand” costs no more than some malt and oil 
preparations with a lower vitamin content. 


Malt & Oil (wanpeR), 
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Seconesin, has proved most suitable for the 


management of menopausal symptoms. It relaxes and 
calms emotionally tense and anxious patients 

without making them drowsy. Subjective 
improvement, with a sense of 
well-being, occurs early 

in treatment 


in almost all cases. 


PACKINGS: Bottles of 25, 100 and 500 tablets. 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL + LONDON wo @ 


| | pavacol 


TRADE MARK 


PAPAVERINE —CODEINE COUGH SYRUP 


Pavacol combines the antispasmodic 
papaverine and the sedative codeine with 
mild expectorants and demulcents. Well 


Adaprin tablets, containing acetomenaph- 
thone and nicotinamide, relieve chilblains 
without the unpleasant side-effects asso- 


tolerated by children and adults for all 
types of coughs, particularly when asso- 
ciated with bronchitis, influenza and 
whooping cough. 


ciated with the rapid vaso-dilatation of 
nicotinic acid. . 
Treatment—2 tablets 3 times daily. 
Prevention—2-3 tablets daily. 


Literature and professional samples available on request. 


adaprin 


TRADE MARK 


TABLETS FOR CHILBLAINS 


WARD, BLENKINSOP & COMPANY, LIMITED 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1. 
Telephone : HOLborn 5992/6 (5 lines.) Telegrams : Duochem, Westcent, London. 
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antibiotics 
chemotherapeutics 
vitamins . 


antituberculous drugs 
corticosteroids 


Lepetit in thé w 
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Torre 
Buenos Aires - Sao Paulo Lepetit S. p- A. 


Santiago de Chile - Lisbon Milano - Italy 


Lepetit’s products are now on sale in 100 Countries 


ADVERTISED AND INTRODUCED ONLY TO THE MEDICAL PROFESSION * 


ULM 


Constituents Properties 
GUAIACOL ._. Antiseptic, Leucocytogenetic and Expectorant 
CODEINE « « »« 
PHOSPHORIC ACID . . Tonic and Restorative 


PULMO-BAILLY restrains Broncho-pulmonary _ infection, 
facilitates elimination of bronchial secretions, soothes irritating 
and fatiguing cough, restores appetite, nervous and physical tone. 


IMPORTANT IN { 
BRONCHITIS AND BRONCHO-PULMONARY 
AFFECTIONS, INFLUENZA, BRONCHIECTASIS, 

TRACHEITIS, CHEST CONGESTION OF THE AGED 


BASIC N.H.S. PRICES—90 c.c. bottle 2/10 plus 10d. P.Tax. 
16 fluid oz. bottle 11/6 net. 80 fluid oz. bottle 45/-. 


Clinical Sample and Literature on request 


BAILLY LTD., LONDON 
Sole Concessionaires : BENGUE Be co. LTD., Manufacturing Chemists 


MOUNT PLEASANT . ALPERTON WEMBLEY MIDDLESEX 


6 


‘ 
= 
= 
ag 4 
ay i 
i 
| 
>. i tine ba? 
SSS 


THE Lancet] 


THE LANCET GENERAL ADVERTISER [JAN. 12, 1957 


SEA-PEARLS 


-the new small fish-oil capsules 


Fy Children especially will find SEA-PEARLS easier to swallow because they are so 

small. The capsules are seamless and ensure the fish-oil content is kept in good 
condition over a long period. Only finest blended fish liver oils are used—to provide 
a well balanced vitamin content in a remarkably small capsule. 


Supply is in.tins 
of 100 which release one capsule ata time. Price §/- per 100. 


EACH CAPSULE PROVIDES 
4,500 |. UNITS VITAMIN A 
AND 450 |. UNITS VITAMIN D 


Manufactured by A/S APOTHEKERNES LABORATORIUM, SKOYEN PR. OSLO, NORWAY. 
Sole Distributors for Great Britain : 
MAYBORN PRODUCTS LTD., PHARMACEUTICAL DIVISION, 
DYLON WORKS, SYDENHAM, LONDON, S.E.26. 
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Delta - -Stab> 


Prednisolone 


A synthetic steroid closely related 
to cortisone and Hydrocortisone 
but offering the advantages of:— 


¢ improved therapeutic ratio 


Delta-Stab 


is available as 


SCORED TABLETS OF I & § MG. 
CONTAINERS OF 30, I00 AND 500 


Delta-Stab is at present 
available through N.H.S. Hospitals only 


Literature and further information gladly sent on request 
BOOTS PURE DRUG COMPANY LIMITED 


¢ fewer side-effects 
* increased potency. 


Delta-Stab 
like all other Boots 
corticosteroids, 
is entirely 
British made. 


NOTTINGHAM ENGLAND ID 
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most spermicidal contraceptive 
from Ortho research 


The unmatched potency of (Delfen vaginal cream is due to its new 
Ge 


chemical spermicidal agent which invades every vaginal crevice 


by the rapid release action of a new emulsified oil-in-water base 


(Delfen vaginal cream: 


nonylphenoxypolyethoxyethanol 5.00% 
in an oil-in-water emulsion at pH 4.5 
LITERATURE ON REQUEST 


Ortho Pharmaceutical Limited - High Wycombe - England 


(Ortho) 
Y/ 
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Safe Symptomatic relief 


for the anxious patient 


OBLIVON-C is a new, long-acting derivative of 
Oblivon in tablet form, with the same wide margin 
of safety and freedom from side effects. In the treat- 
ment of anxiety states OBLIVON-C gives day-long 
freedom from tension and creates a climate of confi- 
dence in which simple reassurance can be accepted. 


PRESENTATION: | OBLIVON-C is presented as Ovets, each con- 
| taining 100 mg. of methylpentynol carbamate. 
Containers of 100. 


DOSE: J/-2 100 mg. Ovets three times a day and 2-4 
Ovets at bedtime. 


BRITISH SCHERING LIMITED LONDON W.8 


[Jan. 12, 1957 
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WHEN ADJUSTMENT 
WS NECESSARY 


OROVITE 


High dosage Vitamin B complex for rapid 
restoration of Intracellular Metabolism 


The realization that vitamins of the B complex are co-enzymes in 
intracellular oxidations and phosphorylations has led to their 

use in high doses. Only by a raised concentration of these 

factors within the cell can disordered metabolic exchanges be 
rapidly restored to normal. Hence Orovite — elixir and tablets. 


| VITAMINS LiMiTED | (DEPT.B.14) UPPER 


@eeecece « 
\ 
\ 
\ 
\ 
\ 


PARENTROVITE : 


Massive dose of injectable B complex 
with vitamin C for restoring conscious- 
ness and rational behaviour in toxic 
states due to drugs and infective agents. 


BECOVITE & BEFORTISS: 


Two groups of preparations for intensive 
and maintenance therapy — combining 
the vitamin B complex in less massive 
concentrations, 


MALL, LONDON, W.6. 
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So many people can benefit from 


WINTER SUPPLEMENTATION 
a * 
with Vi-Magna Multivitamins 


More and more frequently the practitioner is called upon to ensure nutritional 
sufficiency as the rigours of winter increase. There are many sound reasons 
why doctors should adopt the routine of winter supplementation with 
VI-MAGNA to ensure adequate intake of essential vitamins and safeguard 
nutritional well-being. 


.VI-MAGNA ensures full vitamin supplementation for all ages. 
VI-MAGNA means easy daily dosage — 1 Capsule or 1 teaspoonful of the Syrup. 
VI-MAGNA Capsules are dry-filled — for rapid assimilation and no after-taste. 


VI-MAGNA Syrup contains vitamins A and D made water-soluble, is orange-flavoured and 
completely miscible with water, milk or fruit juices. 


VI-MAGNA products result from Lederle leadership in medical and pharmaceutical research. 


VI-MAGNA capsules VI-MAGNA syrup 
Each capsule contains: Each teaspoonful (5 cc.) contains: 
Vitamin A................5,000 10. Miacinamide 20 mg. Vitamin A (palmitate). ....5,0°0 Calcium Pantothenate .... ...1.0 mg. 
Vitamin D (viosterol)........ 500 1.U. Calcium pantothenate ......... 1 mg. 5C0 1.U. pyridoxine HCI (B. 
Thiamine Mononitrate......... 1 mg. Thiamine WC! (B,)........... 3.0 mg. inB 
Riboflavine (B,).............. 3mg. Vitamin B,............. 1 microgram Riboflavine (B,)............. 2.0 mg. 5.0 mg. 
Pyridoxine HCI (B,)..........0.2 mg. (as present in concentrated extrac- Wiacinamide ............... 20.0 mg, (aS present in concentrated extrac- 
Ascorbic acid (C)............ 75 mg. _ tives from streptomyces fermentation) Ascorbic acid (C)........... 75.0 mg. tives from streptomyces fermentation) 
Bottles of 100 and 1,000 Bottles of 4 and 16 fl. oz. 
* Regd. Trade Mark ‘ 


GBD LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD., London, WC2 


Gn 
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NO LONG FACES 
WHEN CHILDREN 
TAKE... 


CHILDREN’S COUGH LINCTUS — 


Tangerine Flavoured o provide an immediately 


Active Ingredients %W/V 


Theophylline... * 0.33 acceptable and effective treatment, appealing instantly to even 

Hydrochloride 0.025 the most unco-operative child patient. Tancolin combines a 
Sodium Antimonyl : : : 

Tartrate 0.00125 pleasant vehicle with a rational formulation — specifically for 

Ascorbic Acid ... 0.25 
Glycerin ois 20.8 children. 
Sodium Citrate ... 2.0 
Citric Acid iia 1.0 


TANCOLIN has been designed to give a twofold anti-spasmodic 
and sedative action. The inclusion of a demulcent, a reflex expectorant 
and added Vitamin ‘C’ content are valuable adjuncts to this primary 
function. 


TANCOLIN is indicated for treatment of the distressing and 
irritating cough associated with the common cold, Bronchospasm 
Bronchitis and Inflammatory and Catarrhal affections of the 
Respiratory Tract. 


TANCOLIN is freely prescribable on E.C.10 (Cat. 3/4) and achieves 
therapeutic efficiency with economy. 


S Maw Son and Sons Limited - Barnet - England 
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One bottle of 60 TACE capsules (2 capsules a day) can relieve 


many of your menopausal patients. 
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60 CAPSULES 


TACE 


Brand of Chlorotrianisene 


WR 


Orally amiroges. 
with fat storage property. 


Each copsute comtoras 


(2 mg. 
im vegesadie off 


RIKER LABORATORIES LTD. : 


LOUGHBOROUGH, 


Wm. $. MERRELL COMPANY. LONDON 


on 


Some may require a second course, but few will need a third. 


The introduction of TACE marks the 

beginning of a new era in the treatment of 
menopausal symptoms. TACE is 

stored in the body fat and subsequently released 
in a manner resembling normal hormone 
secretion. There is virtually no withdrawal 
bleeding (in four investigations !, 2, 3, 4 there 
were only 7 cases of withdrawal bleeding in 

257 patients) and TACE is also extremely 

well tolerated in other respects. 


Because of fat storage the action of TACE 

is prolonged. In 13 out of 16 patients beneficial 
effects remained up to 4 months 

after therapy had been discontinued.1 


TACE is indicated in other cases which 
require estrogen therapy—for example in the 
inhibition of lactation and the treatment 

of prostatic carcinoma. 


TACE 


is available in green capsules (each containing 
12 mg. chlorotrianisene dissolved in oil) 
in bottles of 60 and 300. 


1, Wis. med. J. (1964) 53:322. 

2. Amer. J. Obstet. Gynec. (1954) 3:201. 
3. J. Indiana med. Ass. (1954) 47:869, 
4. J. Clin, Endocr. (1954) 14:272, 


Distributed in the United Kingdom and the Republic of Ireland by 


RIKER LABORATORIES LIMITED, LOUGHBOROUGH, 


LEICS. 


for the Wm. S. Merrell Company, London, 
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FOR ALL PAIN that responds to aspirin; for 
all palates, and for all patients—even the dyspeptic 
—PAYNOCIL is universally acceptable. 


FOR CHILDREN there is no pleasanter way 
of taking aspirin, and coaxing is seldom necessary. 
JUNIOR PAYNOCIL tablets contain just the right dose. 


NON-IRRITANT—the aspirin particles are minutely and evenly spread 
over the gastric mucosa in a harmless and non-adherent form. 


ACCEPT ABLE—the flavour of Paynocil is remarkably pleasant and the 
presence of aspirin is unnoticed. 


QUICK DISPERSING—the disintegration of Paynocil tablets on the 
tongue—without water—has been called “flash dispersal”. 
Chewing is unnecessary and swallowing effortless. 


PAYNOCIL > Junior PAYNOCIL 
EACH TABLET CONTAINS o EACH TABLET CONTAINS 
Acetylsalicylic acid IO grains Acetylsalicylic acid 2¢ grains 
PACKAGES in sealed foil strips : . PACKAGES in sealed foil strips : 
Cartons of 18 ° Cartons of 20. 
Dispensing Dispensing packs of 
of 240 : basic e 240 : basic N.H.S. 
N.H.S. cost cost (tax free) o/s 
21/8d. PRICE 
NOW 
e REDUCED 


Cc. L. BENCARD LTD. PARK ROYAL, LONDON, N.W.10 
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the 
awkward 
question of 


peptic Ulcer... 


To cure by surgery 

or by drug therapy? A 
very difficult 

decision in these days 

of scarce hospital 

beds. BUSCOPAN, with 
its smooth, decisive action, 
speedily controls spasm 
in cases of 

gastric and peptic ulcer ; 
administered together 
with an antacid, it may 
eventually bring about 


complete cure. 


MINIMUM SIDE REACTIONS 


Acts safely and 
quickly without 
affecting 


blood pressure 


MYOSCINE-N-BUTYLBROMIDE 


or heart. 


* Registered Trade Mark 


the safe spasmolytic 


C. H. Boehringer Sohn, Ingelheim am Rhein. 
Registered proprietors of the Trade Mark. 


Manufactured and distributed in England by Pfizer Ltd., Folkestone Kent, for 


| 
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a question of CONFIDENCE 


Doctors can depend on AcHRomycIN* tetracycline to win the confidence and 
co-operation of the younger patient, for a comprehensive range of preparations 
has been formulated to make a special appeal to children and infants. For instance, 
cherry-flavoured Syrup and Liquid Pediatric Drops . . . chocolate-flavouréd 
Spersorps* . . . Oral Suspension with a delicious ‘taste appeal’: such preparations 


as these readily transform the treatment into a treat! At the same time they win 


the physician’s confidence as they ensure effective therapeutic dosage of 
ACHROMYCIN tetracycline the broad-spectrum antibiotic that has earned its pre- 
eminence on the solid basis of consistently good results. ACHROMYCIN will frequently 


secure a prompt successful response where other measures have proved inefféctive. 


ACH RORAYCIRN 


REGD. TRADF MARK TETRACYCLINE 


Ligum Pepiatric Drops (100 mg. per cc.), 1 Gm. in 10 cc. bottles. Orar 
SUSPENSION (250 mg. per 5 cc.), 1.5 Gm. in 1-oz. bottles. Spersomps* Dispersible 
Powder (50 mg. per 3 Gm. powder), Jars of 36 Gm. and 75 Gm. SoLuBLe 
TAaBLets (50 mg.) Bottles of 100. Syrup (125 mg. per 5 cc.) Bottles of 2 & 16 
fl. oz. CapsuLes (50 mg.), vials of 25 & 100. TABLETs (50 mg.), vials of 25 & 100. 
Also available in the following forms : 


EAR SOLUTION * INTRAMUSCULAR * INTRAVENOUS OINTMENT OPHTHALMIC OINTMENT OPHTHALMIC 
POWDER STERILIZED © TROCHES 


LEDERLE LABORATORIES DIVISION 


Canamid PRODUCTS LTD. LONDON, W.C.2. 
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Ce-K-Sal tablets contain soluble aspirin 
to provide rapid absorption 
without gastric irritation, 
with the protective Vitamin C for its 
detoxifying effect and value in febrile disease 
Vitamin K for counteracting 
haemorrhagic tendencies induced by prolonged 
and intensive acetylsalicylic acid therapy. 


FORMULA: Each tablet contains soluble aspirin equivalent to 
acetylsalicylic acid 325 mg. (gr. 5), ascorbic acid 
(Vitamin C) 20 mg., acetomenaphthone ( Vitamin K) 


Ce-K-Sal 


SAFE SOLUBLE ASPIRIN 


Literature and samples on request 


PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MIDDLESEX 
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Prednisolone+Acetylsalicylic Acid 
rheumatic conditions encountered in general practice 
Upjohn of England Ltd 4 Aldford Street London W1 


for the mild to moderate 
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Freely Prescribable from February Ist 
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The 


ELECTRIC BLANKET X in the TUBE 


FINALGON 


OINTMENT 


Produces a glowing feeling of warmth 
which lasts for hours 
and relieves rheumatic pain 


COMPOSITION : 
Nonylic acid vanillylamide 0.4% and 


Nicotinic acid-8-butoxyethyl ester 
2.5% in a suitable ointm nt base. LEWIS LABORATORIES LTD.,LEEDS 9 


$073'E 
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Balanced vitamin intake 


for young and old 


Routine administration of ABIDEC™ Drops and 
Capsules ensures adequate intake of essential vitamins 


in patients of all ages. Both preparations 


contain, in well-balanced proportions, seven 
important fat and water-soluble vitamins for the 


prevention and correction of dietary deficiencies. 


Abidec Drops provide an easily administered 


and comprehensive vitamin supplement 
during infancy and childhood. 
A single daily dose is adequate. 


Abidec Capsules supply in one daily dose of 
ONE capsule the approximate vitamin 
requirements of the average adult or adolescent. 


*Trade Mark 


MED 


vent 


PARKE, DAVIS & COMPANY, LIMITED (INC. U.S.A.) HOUNSLOW, MIDDLESEX. Telephone Hounslow 2361 
64 
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Milk-alkali 
drip therapy 


without a tube 


A most effective control of gastric acidity is 
milk-alkali drip therapy; the most convenient way 
of obtaining milk-alkali drip therapy is by sucking 
Nulacin tablets. 

Thus, Nulacin is of great value in the treatment 
of peptic ulcer in the ambulatory patient, and in the 
prevention of ulcer relapse. 

Nulacin tablets are prepared from whole milk 
combined with dextrins and maltose, and incorpor- 
ate Magnesium trisilicate 3.5 grs; Magnesium 
oxide 2.0 grs; Calcium carbonate 2.0 grs; Mag- 
nesium carbonate 0.5 grs; Ol. menth. pip. q.s. 
Their shape, size and consistency are such that, when 


RESTING : Ine 25 23 23 3h 
+ 


701 255)* 


201.073) 4 4 


freeHCL 
GASTRIC ANALYSIS. Superimposed gruel fractional test- 
meal curves of five cases of duodenal ulcer. 


they are allowed to dissolve slowly in the mouth, 
control of gastric acidity can be achieved. Up to 
three tablets an hour may be required to give con- 
tinuous neutralization of the gastric contents. 

Nulacin tablets are not advertised to the public, 
have no B.P. equivalent, and may be prescribed on 
E.C.10. The dispensing pack of 25 tablets is free of 
Purchase Tax. (Price to Pharmacists is 2/-.) Also 
available in tubes of 12. 

Nulacin is available throughout the British 
Commonwealth, in the U.S.A. and in many other 
countries. It is known as Nulactin in Canada and 
Sweden. 


42 2m 24 22 24 3a 
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10 (036) 


Cancy 


GASTRIC ANALYSIS. Same patients as in graph on lefi, two 
days later, showing the striking neutralizing effect of sucking 
Nulacin tablets (3 an hour). Note the return of acidity when 
Nulacin is discontinued. 


BIBLIOGRAPHY: 


The Control of Gastric Acidity. Brit. Med. J. 26th July, 1952, 
2 : 180-182. Medical Treatment of Peptic Ulcer. Med Press 
27th February, 1952, 227: 195-199. Notes on Remedial 
Agents. Med. Rev. September, 1952, 46: 162. Discussion on 
Peptic Ulceration. Proc. Rov. Soc. Med. May 1953, 46: 354. 
The Effect on Gastric Acidity of ‘“Nulacin” tablets. Med. 
J. Aust. 28th November, 1953, 2: 823-824. Control of Gastric 
Acidity by a New Way of Antacid Administration. J. Lab. 


Clin. Med. 1953. 42: 955. Further Studies on the Reduction 
of Gastric Acidity. Brit, Med. J. 23rd January, 1954, 1: 
183-184. Clinical Investigation into the Action of Antacids. 
The Practitioner July, 1954, 173: 46. Management of Peptic 
Ulceration in General Practice. Med. World December, 1954, 
81: 591-601. Ambulatory continuous Drip Method in the 
Treatment of Peptic Ulcer. Amer. J. Dig. Dis. March, 1955, 
22: 67-71. Notes on Remedial Agents. Med. Rev. October. 
1955, 49: 142. Antacids in Peptic Ulcer. The Practitioner, 
January, 1956, 176: 103. 


Samples available on request 
HORLICKS LIMITED 


Pharmaceutical Division, Slough, 


Bucks. 
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“ But that’s Just the point, Mr. Baxter... 


. .. it’s quite important to remember the difference between the two. Globin insulin 
contains a foreign protein, globin, to modify the action of the insulin, whereas 1.Z.S. contains 
no protein or peptide, other than the insulin itself. Let me stress once again, gentlemen, that 
the prolonged effect of 1.Z.S. depends entirely on the appropriate adjustment of the particle size 
of the zinc insulin compound. It is because the effect of 1.Z.S. is independent of any 
modifying protein, that allergic reactions following its use are practically unknown. 
That is prectsely why I.Z.S. is so suitable as the single daily injection of insulin in.about 
90 per cent. of diabetic patients. Any other questions ?” 


1.Z.S. A.B. Vials of 10c.c. 40 or 80 


units per c.c. pe ns ulin 


I.Z.S. (Amorphous) A.B. Vials of “ 
10 c.c. 40 or 80 units per c.c. 7 inc 


1.Z.S. (Crystalline) A.B. Vials of 


10 c.c. 40 or 80 units per c.c. tee uspension AB. 


Joint Licensees and Manufacturers : 


ALLEN & HANBURYS LTD e THE BRITISH DRUG HOUSES LTD 
LONDON E2 LONDON N11 
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‘Hydroderm’ 


TOPICAL OINTMENT 


effective 


and safe 


HYDROCORTISONE, 
NEOMYCIN AND BACITRACIN 
IN AN EMOLLIENT BASE 


steroid | antibiotic 


Many conditions which have previously 


failed to respond to either hydrocortisone 


or antibiotics alone, do so when these treatment for 
substances are used in combination.’ 
‘HYDRODERM’ is indicated in allergic dermatoses 


skin lesions such as: 


seborrhoeic dermatitis 


infantile eczema adult eczema 
insect bites otitis externa If you are not already 
contact dermatitis intertrigo aware of the advantages 


of ‘Hydroderm’ 


(hydrocortisone, neomycin 


pruritus with lichenification 
and similar eczematoid conditions especially 


when secondary infection is present and bacitracin, in an 


* Advances in the Treatment of Skin Diseases emollient ba e), please ask 


“The Practitioner”, October 1955 for literature and professional 


package for clinical trial. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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JUST A NURSERY RHEUM 


In children, particularly, the exudative phase 


of the common cold follows rapidly upon the 
invasive, and spreads quickly throughout the 


respiratory tract. 


Lipect does not rely entirely on suppression 
of cough for its effectiveness. In addition to 
pholeodine—the most potent yet safest of the 
cough suppressants—it contains ipecacuanha 
to encourage and loosen bronchial secretion, 

and the antihistaminic antazoline hydro- 


Diddle diddle dumpling, my son John, 


chloride to offset any bronchospasm or Coughing every minute, all night long, 
To-morrow morning's Monday—can’t sleep on, 


allergic manifestations produced by histamine. Wish we had some Lipect, my son John. 


Cough Elixir 


PACKS : Bottles of 4 fluid oz. 


The word ‘ Lipect’ is the registered trade mark of 


eth JOHN WYETH AND BROTHER LIMITED, 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.I 
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The Roche antibiotic is now available 


TRADE MARK BRAND 


OLEANDOMYCIN 


Highly active against a wide range of pathogenic 
organisms, ‘Romicil’ does not disturb the normal bacterial 


flora of the gastro-intestinal tract. 


‘Romicil’ is easily absorbed, and high concentrations are 
obtained in the tissues; it is well tolerated, and is not 
destroyed in the alimentary tract. 


Dosage: Children. 3 mg. to 5 mg. per pound body- 
weight daily, divided into four doses. These 
doses can most conveniently be given by 
using the 100 mg. capsules. 

Adults. Initial dose 500 mg. to 1000 mg., 
followed by 250 mg. to 500 mg. every six hours 


Packings. Capsules 100 mg. in packings of 12 and 100. 
Capsules 250 mg. in packings of 12 and 100. 


ROCHE PRODUCTS LIMITED, 15 MANCHESTER SQUARE, LONDON, W.1. 
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IMPERIAL 


“On the whole we feel that, after more than 
two and a half years’ use, hibitane is the most 


satisfactory one available at present.”’ 
British Medical Journal, 1956, tt 200. 


Regd. Trade Mark 
(CHLORHEXIDINE) 


Available as: 

*HIBITANE’ CONCENTRATE (2%) 
*HIBITANE’ DIACETATE POWDER 
*HIBITANE’ OBSTETRIC CREAM (1%) 
*HIBITANE’ ANTISEPTIC CREAM (1%) 


‘HIBITANE’ ANTISEPTIC LOZENGES 


CHEMICAL INDUSTRIES LIMITED 


PHARMACEUTICALS DIVISION WILMSLOW, CHESHIRE 
Ph. 676 


(Jax. 12, 1987 
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The original 


Lente Insulins 


Novo Lente Insulin 
Novo Semilente Insulin 


Novo Ultralente Insulin 


All available in 40 and 80 units per ml. 


EVANS MEDICAL SUPPLIES LTD. 
SPEKE, LIVERPOOL 19 (HUNTS CROSS 1881) 
London Office: Ruislip, Middlesex (Ruislip 3333) 


MEoicALl 
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THE NEWEST, 
MOST POTENT, 
CORTICOSTEROID 


Deltacortril 


BRAND OF PREDNISOLONE 


A MORE POTENT SYNTHETIC STEROID 


Deltacortril, brand of prednisolone, is a new syn- 
thetic steroid which offers superior treatment in 
rheumatoid arthritis, asthma and certain der- 
matoses. It is three to five times more potent than 
hydrocortisone or cortisone in systemic therapy 
and more effective than prednisone. 


IMPROVED RESPONSE 

Deltacortril brings faster and more prolonged re- 
sponse in chronic rheumatic conditions, easing 
joint pain, diminishing stiffness and producing a 
distinct feeling of well-being in a matter of hours, 


LOWER DOSAGE 


Deltacortril produces the greatest anti-arthritic, 
anti-allergic, and anti-phlogistic effect at fractional 
dosage. 


GREATER SAFETY 
Deltacortril, despite its intensified potency, is 
relatively free from side-effects. 


DELTACORTRIL will be available for prescription on 
E.C.10 on the 1st February, 1957. Tablets of 1 mg. 
will be available in bottles of 100, and scored 5 mg. 
tablets in bottles of 10, 20, 100, 500 and 1,000. 


Pfizer) Pfizer Ltd., Folkestone, Kent 
© Trade Merk of Ches. Pfizer & Inc. 
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NEW FORMULATION 


Pollergen 


MIXED GRASS POLLENS EXTRACT 
replacing 


Pollergen MIXED GRASS AND TREE POLLENS EXTRACT 


“Duncan” extracts for prick tests and hyposensitization with grass 
pollens in the diagnosis and treatment of hay fever and seasonal 
asthma have been issued as shown below, and the preparation 
previously available as “ Pollergen” has been withdrawn. Please 
note the details of the new “ Pollergen”’. 


FOR PRICK TESTS: Pack of 2 ml. bottle containing 20,000 Noon units/ml. and 
2 ml. bottle of solution for control tests. 


FOR HYPOSENSITIZATION: Set of two 5 ml. and two 10 ml. bottles containing 
respectively 100, 500, 2,500 and 25,000 Noon units/ml. for 
course of hyposensitization injections. 


In recent years, advances have been made in the study of grass 
pollens and hay fever and seasonal asthma. The new 
** Pollergen”’ resulted from these advances. Literature con- 
cerning it will be sent on request, and inconvenience will be 
avoided if physicians who used the old “ Pollergen” will 
kindly make sure that they receive the literature on the 
new preparation. 


DUNCAN, FLOCKHART & CO., LTD. 


16, Wheatfield Road, 4, Carlos Place, 
EDINBURGH, 11 LONDON, W.1 
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Treating Bucco-Pharyngeal Infections 
Without Recourse to Antibiotics 


The dangers of using antibiotics 
for local application in the treat- 
ment of infections is constantly 
being stressed in the medical press. 
There has been a gradual increase 
in organisms resistant to antibiotics 
and alarm has been expressed at the 
number of cases where patients 
have become sensitised to an anti- 
biotic during treatment. 


Dequadin, which has a wider anti- 


microbial spectrum than penicillin, | 
is not an antibiotic and Dequadin 
Lozenges can be used freely in the . | 
treatment of infections of the 

:imouth and throat without any :: 


i fear of sensitising the patient and : 


without the risk of resistant strains 


developing. 


DEQUADIN 


LOZENGES 


In tubes of 20 lozenges each containing 0°25 mg. decamethylene-bis 
(4-aminoquinaldinium chloride). 


C56/613/4/H 


2 


ALLEN & HANBURYS LTD LONDON E 


TELEPHONE: BISHOPSGATE 320/ (2OLINES). TELEGRAMS: “GREENBURYS, BE TH, LONOON 
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world-wide reputation 
for safety and reliahility 


Wide experience over 25 vears has demonstrated con- 
clusively that ‘Sodium Amytal’ is admirably suitable 


as a routine sedative and hypnotic. In sedative doses 


of 65 mg. (1 gr.) two or three times a day, it is invalu- 
able in relieving stress and anxiety states, acting as a 


barrier between the patient and his worries, yet leaving 


his intellectual ability unimpaired. A hypnotic dose of 


200 mg. (3 gr.) gives prompt sleep, after which the 


patient wakens refreshed and alert. 


‘Sodium Amytal ’ is a member of the widely-prescribed 


range of Lilly Barbiturates, from which the physician 


can select precisely that product best suited to his 
patient’s need. 


SODIUM AMYTAL 


ELI LILLY & COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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‘CORTISPORIN’ 
kills the bacteria of 
surface infections 


This new ointment contains bacitracin, 
neomycin and polymyxin B sulphate. 
It has a wider range of activity than 
any single antibiotic, destroying gram- 
positive and gram-negative organisms, 
including Ps. pyocyanea, proteus and 
staphylococci. Bacterial resistance or 
skin sensitisation are unlikely with 
‘Cortisporin nor does it induce cross- 
resistance Or cross - sensitisation to 
penicillin or other antibiotics. It often 
succeeds where other antibiotics fail. 
‘Cortisporin’, by virtue of its other 
constituent, hydrocortisone, also reduces 
inflammation. 

For further information please apply 
to BURROUGHS WELLCOME & CO., 
The Wellcome Building, Euston Road, ~ 
London, N.W.1. 


Cortisporin’ OINTMENT 


BRAND 


Issued in collapsible tubes of 10 gm. 
with nozzle for economical use. 


BURROUGHS WELLCOME & (the wWeticome Foundation ta.) LONDON 
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An anti-tussive agent from 
the B.D.H. Research Laboratories 


= 


@ Pectamol has a selective action on the medullary centre con- 
trolling the cough reflex thereby suppressing unproductive dry 
cough and moderating purposeful, productive cough. 


Aids expectoration. 


—— 


Free from soporific, nauseating, constipating or toxic effects. 


Contains no opiates or their derivatives. 


Pleasant tasting and well-tolerated. 


= 


The active constituent of Pectamol Linctus is Dosage: I or 2 teaspoonfuls 


( the citrate of the diethylaminoethoxyethyl ester four times a day. )) 
) of «:a-diethylphenylacetic acid (‘Oxeladin’). Basic N.H:S. Price: 
(( Each teaspoonful (3.55 ml.) contains 10 mg. Bottle of 60 ml. 2/6. 


Descriptive literature and specimen packings will be supplied on request. 


Medical Department: 
THE BRITISH DRUG HOUSES LTD: LONDON,N.1 
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PORTACAVAL ANASTOMOSIS 


R. WALKER 
M.S. Lond., F.R.C.S. 
PROFESSOR OF SURGERY IN THE UNIVERSITY OF BRISTOL 


With illustrations on plate 


IN a previous communication (Walker 1952) the opinion 
was expressed that venous shunts had a definite place in 
the treatment of portal hypertension, and that an end- 
to-side portacaval anastomosis was the most satisfactory 
if it could be done. As a result of further experience, 
definite indications for the operation were laid down 
(Walker 1954), and since that time there has been no 
reason to modify these indications or the type of operation 
then advocated. Now that more than 50 patients in this 
department have survived the operation and some of 
them have been followed for five years or more, the time 
seems appropriate to review the results. 


Indications for Operation 


+ The indications adopted may be set down precisely. 
Hemorrhage from cesophageal or gastric varices due to 
intrahepatic venous obstruction, and the risk of such 
hemorrhage when large varices are present, are the only 
indications. Certain contra-indications may exist in 
patients who have had such hemorrhage. For example, 
the liver function may be too severely impaired, the 
portal vein may be thrombosed or ‘‘ cavernomatous ”’ 
and therefore unsuitable for such an anastomosis, or in 
elderly patients the risk of subsequent thrombosis may 
be considered too great. 

These indications and contra-indications can now be 
reviewed in greater detail. That the hemorrhage comes 
from varices may be suspected by finding that the patient 
has an enlarged spleen or ascites, but their presence is 
usually confirmed radiologically or, on occasions, by 
cesophagoscopy. If varices are present, it may be pre- 
sumed that they are the source of the bleeding, but in 
some cases a peptic ulcer is present also, and then it may 
be very difficult to decide which is the cause. 

That the venous obstruction is intrahepatic is not so 
easy to demonstrate, but previous jaundice, ascites, and 
impaired liver function suggest intrahepatic disease. 
Extrahepatic obstruction, however, may be present at 
the same time, from thrombosis in the portal venous 
system. It is here that transsplenic portal venography 
plays an important part in the investigation and selection 
of these patients because it will indicate the site of the 
obstruction and show whether the portal vein is suffici- 
ently healthy for the operation (fig. 1). This investigation 
was made on all the patients operated on since 1952 
except one who had had his spleen removed. The state 
of the portal vein was indicated so clearly that, in 
every patient but one in whom the operation was planned, 
it was possible to complete the anastomosis. 

The exeeption was a woman, aged 66, who in 1948 had a 
cholecystectomy and three years later further exploration of 
her common bile-duct. In June, 1953, she had her first 
hematemesis, and between December, 1953, and March, 1954, 
she bled at short intervals. A period of a few days without 
bleeding was thought to be possibly the last chance for 
operation, which was attempted in spite of the fact that she 
bled again just before the anesthesia was induced. Very 
dense vascular adhesions, the result of her previous operations, 
led to the abandonment of the operation, and she died after 
further hematemesis next day. At her age, and because the 
bleeding recurred just before operation, a change of plan and 
a direct operation on the cesophagus would have been a wiser 
course. 


Before the use of routine transsplenic venography to 
localise the venous obstruction 4 patients were explored 
with a view to a portacaval anastomosis, but the opera- 
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tion was impossible because they were found to have 
complete thrombosis of the portal vein—in 3 secondary 
to cirrhosis of the liver, and in the 4th due to a primary 
extrahepatic obstruction. In 1 patient, owing to mural 
thrombi in its lumen, the portal vein was so adherent 
that it could not be approximated to the inferior vena 
cava; so a side-to-side anastomosis was made with an 
autogenous vein-graft to bridge the gap. 

Without a venogram it is sometimes impossible to 
distinguish whether the obstruction is intrahepatic or 
extrahepatic. A few patients seemed eminently suitable 
for a portacaval anastomosis until this radiological 
investigation showed that they had extrahepatic obstruc- 
tion and the portal vein was unsuitable for anastomosis 
(fig. 2). On these patients an alternative operation had 
to be done. 

A portacaval anastomosis was not advised if there was 
evidence of severe liver disease, indicated by jaundice, 
gross ascites, or abnormal liver-function tests. Moderate 
ascites, however, is not a contra-indication. The liver- 
function test to which most weight was attached is the 
serum-albumin level, and no end-to-side portacaval 
anastomosis in this series was done on a patient whose 
serum-albumin level was below 3 g. per 100 ml. at the 
time of operation. Most patients had normal serum- 
alkaline-phosphatase levels, but in 10 the level was 
above 20 King-Armstrong’ units, and in 3 it was excep- 
tionally high, though there was no evidence of obstructive 
jaundice : 1 patient, with a level of 43 units, had schisto- 
somiasis of the liver; another, with 51 units, developed 
postoperative jaundice, which persisted for three months, 
but stil] no cause of obstruction was evident; and the 
3rd, whose phosphatase level was 62 units, had a stone 
in the common bile-duct, though she had never had 
jaundice. A high serum-alkaline-phosphatase level is 
therefore no contra-indication to the operation. 

Floceulation tests were abnormal in about half the 
cases ; this finding is no contra-indication to the operation, 
but the liver deficiency which they indicate may pre- 
dispose to neurological complications afterwards. Brom- 
sulphalein-excretion tests were done on only a few of 
the patients in the group. 


Patients” 


The present series comprises 56 patients who had end- 
to-side portacaval anastomoses, and 53 of them ‘survived 
the operation and left hospital. The cause of the fibrosis 
in the liver is only definitely known in a minority: 2 
patients had hzmochromatosis ; 1 had Wilson’s disease ; 
and | had schistosomiasis. A few gave a history of attacks 
of acute or subacute hepatitis, but only 2 gave a definite 
story of alcoholism (1 drank 5 pints of cider and 4 pints of 
beer daily for twenty years, and the other 7 or 8 bottles 
of stout daily from the age of 16 to 45). Many were seen 
within a few months of their first hematemesis, but others 
had had repeated hemorrhages for periods up to eleven 
years. 3 gave no history of bleeding but complained of 
either lassitude (2 cases) or diarrhea (1 case) and were 
found to have splenomegaly and large varices. 

2 patients had already had their spleens removed, but 
the bleeding had recurred with renewed virulence. 
Another had had a splenorenal anastomosis, which had 
become occluded. The ages at the time of the first 
bleeding ranged from 5 to 53 years and at operation 
from 9 to 57 years. 

Operation 


In every case the exposure was by a right thoraco- 
abdominal approach through the bed of a rib, usually the 
ninth, the incision extending across the costal margin. 
The diaphragm was split to allow upward displacement 
of the liver, the portal vein was divided as high as 
possible, and its lower end was anastomosed by continu- 
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ous everting mattress sutures to the side of the inferior 
vena cava. At 48 operations, before the anastomosis was 
made, the portal pressure was measured either in the 
portal vein itself or in one of its tributaries, and ranged 
from 160 mm. H,O to 570 mm. H,O (average 330 mm. 
H,O0). In 8 cases some thrombosis was found in the 
portal vein, usually an old adherent mural clot, but in 
4 cases portions of clot were removed to enlarge the lumen. 
The presence of thrombosis in the portal circulation adds 
to the severity of the disease, because 2 of these 8 patients 
died. Splenectomy seems to add to the risk of thrombosis, 
because both patients who had had their spleens removed 
previously had mural thrombi, and these 2 are the only 
survivors who have had any serious bleeding since the 
operation. 

In many cases, when the anastomosis is completed the 
turbulence set up by the inflow of portal blood can be 
seen through the thin wall of the inferior vena cava. 
Anticoagulants were not used as a routine postopera- 
tively. Postoperative venography was done on 6 patients 
only, but all these showed a free flow into the inferior 
vena cava (fig. 3). 

Results 

All the patients were followed up either by attendance 
or by correspondence for periods ranging up to five and 
three-quarter years after their operation. 3 patients 
died while still in hospital : 

(1) A woman, aged 38, had a severe hematemesis five 
months before her operation; previously she had had a 
subarachnoid hemorrhage and petechie# on her legs. Her 
albumin/globulin ratio was 1: 1:3 and  bromsulphalein 
retention 22%, after one hour. On the day after operation she 
became drowsy and comatose; a tracheotomy was done to 
ease her breathing, and her state of consciousness varied, but 
she died on the thirtieth postoperative day. At necropsy the 
anastomosis was patent. 

(2) A boy had bronchiectasis following an empyema at the 
age of 14. Haematemesis first occurred in 1944 at the age of 23, 
and during the next eight years he received more than 50 
pints of blood, transfusions being necessary on six occasions 
during the year before his operation. His portal vein contained 
adherent clot, which was removed with difficulty. Two days 
after the operation he became unconscious but recovered fully, 
only to lapse into unconsciousness again on the twelfth post- 
operative day, after resuture of his wound, which had partly 
given way during a bout of coughing. He died two days later, 
and a necropsy was not permitted. 

(3) A man, aged 45, had had numerous hematemeses during 
the previous two and a half years. Two laparotomies had been 
done ; at the first some veins had been lig‘ ared, and at the 
second an attempt had been made to ligature the hepatic 
artery. Though a lumen was present, his portal vein contained 
much organised thrombus, and, when the clamp was released, 
there was only a slow stream of blood. When the liver was 
incised for biopsy, arterial blood spurted out, showing that the 
hepatic artery was patent. This patient became drowsy on the 
fifth postoperative day and died two days later. Necropsy 
showed extensive thrombosis in the portal system, the anasto- 
mosis being almost occluded and the splenic vein entirely 
blocked, Fresh bleeding had taken place from a ruptured 
esophageal varix. It is clear that this patient was unsuitable 
for the operation, because the occluded splenic vein would 
prevent decompression of this part of the portal circulation ; 
in the venograms a large collateral had been mistaken for the 
splenic vein. 


5 patients who left hospital have died since. 1 of these 
died of general peritonitis due to a ruptured pyosalpinx 


four months after her operation; at necropsy the 
anastomosis was patent. The other 4 died as a result of 
their liver disease : 

(1) A man had a side-to-side splenorenal anastomosis 
without removal of the spleen in 1949 ; after further bleeding 
a direct operation on his varices was done in 1951; in spite 
of this he bled again, and his portacaval anastomosis was done 
in 1951. He died after further hemorrhage eight months later. 
At necropsy the splenorenal anastomosis was closed, but the 
portacaval opening was patent, without any thrombus. The 
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explanation of his death may be that, the splenic vein being 
thrombosed, the anastomosis did not relieve the hypertension 
in the spleen. 

(2) A woman had three severe hemorrhages in March, 
1954, for which she was transfused with 12 pints of blood. Her 
other complaints were pain in the right upper quadrant of 
her abdomen, breathlessness, and a little swelling of her legs. 
Her liver was hard, and radiography showed much calcification 
in its capsule. She also had severe leucopenia (600 white cells 
per ¢.mm.) and thrombocytopenia. A portacaval anastomosis 
was made in May, 1954. She was well for some months, but 
increasing hemolytic anemia called for further blood-trans- 
fusions and, because this was thought to be due to hyper- 
splenism, her spleen was removed in August, 1955. Shortly 
before this operation she had an episode of hepatic coma 
lasting three days. After the splenectomy the anzmia 
improved, but she had further episodes of drowsiness, and died 
in coma in February, 1956. Histological evidence showed that 
she had hemochromatosis. 

(3) and (4). 2 patients died of liver-failure thirty-three and 
twenty-eight months after operation without any recurrence of 
hemorrhage. 


Apart from the cases referred to already, only 2 patients 
had any recurrence of hemorrhage : 

(1) A man was diagnosed as having anemia while in the 
Royal Air Force in 1943. Two years later, after numerous 
attacks of melena, his spleen was removed. Eight months 
after this he had the first of a series of hamatemeses, and a 
portacaval anastomosis was made in 1951; at that time his 
portal venous pressure was 300 mm. H,O. Slight melzena 
occurred in 1952, and a year later he had a severe hemorrhage. 
A direct operation on his varices was undertaken, and in the 
three years since then he has had two slight hemorrhages ; 
otherwise he remains well. 

(2) A man had his first hemorrhage in 1942 at the age of 
19. In 1944 his spleen was removed, but repeated haemor- 
rhages continued, and he required many blood-transfusions. 
In January, 1953, the portacaval anastomosis was made, and 
at that time a thrombus was adherent to the anterior wall of 
the portal vein. His portal venous pressure was only 160 mm. 
H,O. Only eight weeks after this operation bleeding recurred 
and, after a severe attack in the following September, a direct 
operation on his varices was done. Since then bleeding has 
not recurred, cesophagoscopy shows hardly any varices, and 
he works as a radio engineer. 


The reason for the recurrence of bleeding in these 2 
patients is not clear, but the only 3 patients in this series 
who have had any significant bleeding after leaving 
hospital had all had either a splenectomy or a failed 
splenorenal anastomosis. No other patient in the series 
had had the spleen removed, and no patient who had a 
portal venous system which had not previously been 
interfered with has had any serious bleeding since the 
operation. 


ARTICLES 


Complications of Operation 


Complications of the operation were, with one excep- 
tion, rare: slight wound infection in a few cases, a 
pneumothorax once, and transient jaundice. The serious 
complication is the neuropathy associated with portal 
systemic shunts, whether natural or produced by the 
surgeon (Sherlock et al. 1954). It has already been noted 
that coma was the cause of death in the 3 patients 
who died in hospital. 9 other patients had episodes 
of encephalopathy. In 1 the only manifestation was 
excessive salivation, which persisted for two years after 
his operation but has now subsided. 4 had episodes of 
coma; 1 has already been described (see above); in 
another the attacks persisted for four months after her 
operation ; and 1 patient had a single attack, five weeks 
after operation, from which she made a rapid recovery. 
In the 4th of these patients the coma followed partial 
gastrectomy for peptic ulcer nearly two years after his 
venous shunt. 1 patient was so queer on returning home 
that her doctor sent her into a mental hospital; but, 
when the nature of her condition was recognised and 
appropriately treated, she made a complete recovery. 
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3 more had transient mental disorientation, usually soon 
after returning home, and the patient who died of a 
ruptured pyosalpinx was definitely slow mentally for the 
first six postoperative weeks. One patient has had 
periods of depression and mental distress during the 
three years since her operation, but biochemical tests 
suggest that she does not fall into this group of hepatic 
neuropathies. ‘ 

It seems that the danger of these complications is 
greatest soon after patients return home, and the episode 
may be precipitated by eating a large protein meal. 
Usually there is a quick response when the patient is 
put on a protein-free diet, and in most cases a steady 
return to normal diet can be permitted. Patients with 
defective liver function are much more liable to these 
complications, but 5 of the 13 who developed neurological 
symptoms had normal liver-function tests. 

Two symptoms were noted during the follow-up : 
(1) occasional epistaxis and cedema of the legs occurred 
in 2 patients and may be the result of the operation or 
may be caused by the disease of the liver; and (2) 1 
patient has ulcerative colitis four years after her operation 
—an example of the well-recognised association between 
‘these two diseases. 

In the great majority of patients there has been no 
evidence of deterioration of the function of the liver 
during the years that they have been followed up; the 
cirrhosis appears to be static. Liver-function tests were 
made on practically all of them and usually showed little 
change from the preoperative values. Some of the 
patients had leucopenia and thrombocytopenia before the 
operation, and this tended to improve slowly ; in only 1 
case (see above) was it considered necessary to remove 
the spleen because of continued hemolysis, thought to 
be due to hypersplenism. The reduction in size of the 
spleen is most striking: within the first day the apex 
recedes, but after this further reduction is slow and may 
continue for years, until often it eventually ceases to be 
palpable. Only a few patients had recognisable ascites 
before operation, and in no case was it necessary to do 
paracentesis afterwards. 

Most of the patients are leading normal lives; in the 
few who are incapacitated, so that they cannot work, the 
cause is to be found in the associated disease of the liver. 


Conclusions 


As a means of preventing haemorrhage from cesophageal 
varices in patients in whom the operation is feasible an 
end-to-side portacaval anastomosis is most effective. By 
careful selection of patients the operative risk is small 
(3 deaths in 56 cases), and the results are most satisfac- 
tory unless some disease is causing progressive deteriora- 
tion of the function of the liver. The most serious draw- 
back of the operation is the neuropathy which may result 
from a large portal-systemic shunt. Symptoms, usually 
transient, develop in about 20% of cases but are rare in 
those whose liver function is nurmal. 

In a follow-up extending to five and three-quarter 
years 2 patients who had previously undergone splenec- 
tomy both had a recurrence of hemorrhage, but after 
an operation on their varices they returned to their 
occupations. There was no recurrence of hemorrhage 
from varices in the 50 survivors who had not had a 
previous operation involving the portal venous system, 
but 4 died subsequently : 1 of hemochromatosis, 2 of 
their cirrhosis, and 1 of unrelated disease. Of the 
46 remaining 35 have no symptoms and are leading 
perfectly normal lives and 7 have been operated on too 
recently to be back at their occupations. 

This series of cases shows that an efficient end-to-side 
portacaval anastomosis will greatly reduce the ris’ of 
further hemorrhage in cases of portal hypertension due 
to intrahepatic disease. 
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My thanks are due to so many people who have coéperated 
in the management of these patients that I cannot mention 
them all; so I refer only to the sisters, nurses, and house- 
surgeons who have given them such great care, and the doctors 
—specialists and general practitioners—who have entrusted 
me with the care of their patients and assisted in following 
them up. Part of the cost of the recording manometer used 
was defrayed by a grant from the Medical Research Council. 


REFERENCES 


Sherlock, S., Summerskill, W. H. J., White, L. P., Phear, E. A. 
(1954) Laneet, ii, 453. 
Walker, R. M. (1952) Ibid, i, 729. 
— (1954) Ann. R. Coll. Surg. Engl. 14, 145. 


“PNEUMOCYSTIS CARINII’? PNEUMONIA 
T. Brrp 


M.D. Durh. 
LECTURER IN PATHOLOGY IN THE UNIVERSITY OF ST, ANDREWS 


J. THOMSON 
M.B. Edin., F.R.C.P.E. 
CONSULTANT PAEDIATRICIAN, ROYAL INFIRMARY, DUNDEE 
With illustrations on plate 


From the atypica] pneumonias of infancy, European 
observers have separated a specific clinical and patho- 
logical entity which they called interstitial plasma-cell 
pneumonia. This disease, as seen on the Continent, 
affects chiefly premature and immature weakly infants, 
aged 2-5 months, many of whom have been in institutions 
for some time. Although jt is sometimes preceded by 
diarrhoea or an acute infection of the upper respiratory 
tract, its onset is generally insidious, mild ill health being 
followed by respiratory upset with tachypneea, dyspnea, 
and cyanosis; these increase gradually or rapidly, and 
death, if it happens, occurs with extreme asphyxia. 
Cough is trivial. The objective findings are curiously 
slight; thus there is little or no fever, and clinical exami- 
nation of the chest may reveal nothing abnormal. In 
striking contrast with this is the radiological picture, 
which shows obvious mottled opacity, sometimes even 
before respiratory symptoms have appeared. The illness 
lasts 1-6 weeks, occasionally Jonger. The variation of 
the reports on mortality, from 15-to 100%, no doubt 
reflects the difficulty of clinical diagnosis. Histopatho- 
logical diagnosis has in recent years become more certain, 
the two main features being an intra-alveolar ‘* exudate ”’ 
of unusual foamy or granular appearance and thickening 
of alveolar septa by an infiltrate of mononuclear cells, 
often rich in plasma-cells. The etiology is still very much 
a matter of debate, and the term ‘‘ pneumocystis ”’ 
pneumonia has come into use on the basis of one of the 
etiological hypotheses (see below). 

Most of the published cases have been in Switzerland, 
Czechoslovakia, Germany, and Finland, where pneumo- 
cystis pneumonia is considered a relatively common 
disease ; in these countries small epidemics have also 
occurred, of five to twenty cases, usually in hospital 
wards. The disease next appeared, or was recognised, in 
Italy, Hungary, Sweden, Denmark, France, and Holland, 
but thus far usually as sporadic cases. Its first mention 
in America was in 1955 (Lunseth et al. 1955), and a detailed 
study of a case followed in 1956 (Dauzier et al. 1956). 
Five cases have now been described in Canada (Donohue 
1956, Gagne and Hould 1956). The first case to be 
published in England was seen by Baar (1955), who later 
in that year recognised from the photomicrographs 
(Hutchison 1955b) that a case of congenital agamma- 
globulinemia in Glasgow reported by Hutchison (1955a) 
had the characteristic pulmonary changes. 

During the past year two children have died in Dundee 
with a clinical and pathological picture which we believe 
conforms with this curious disease, although both children 
were older than is usual in the Continental cases. 
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The Illness 
FIRST CASE 

A male infant, aged 9 months, was admitted to Dundee 
Royal Infirmary on July 23, 1955, because of recurrent 
vomiting, failure to gain weight, a cough for 3 months, and 
a discharge from the right ear for 1 month. 

He had been born by spontaneous breech delivery at term, 
weighing 6°/, lb. Fed on National dried milk, he had always 
had a poor appetite and gained weight slowly, and latterly 
he had seemed to be wasting. Vomiting started at the age of 
7 weeks and came on thereafter for periods of about 2 weeks, 
with free intervals of the same duration; it was sometimes 
forceful and happened during or after feeding. When 3 months 
old he had a frank convulsion, and in the succeeding 3 months 
he had attacks in which his limbs stiffened and his eyes rolled 
up. At 6 months he developed a cough, which persisted 
without remission until he was admitted to hospital. Both 
parents, who are not related, and four older children, are all 
in normally good health, with normal chest radiographs. 

On admission he was poorly nourished, looked toxic, and 
weighed 14 lb. 3 oz. He was apyrexial but moderately 
dyspnoeeic, with respirations 40—50 per min. Muscle tone was 
poor. The gums were red and inflamed, and he had a few shal- 
low white ulcers on his palate. The ale nasi moved with 
respiration, and there was slight intercostal indrawing. 
Percussion note and air entry were normal throughout the 
chest, but occasional crepitations were heard at both bases. 
Chest radiography showed diffuse fluffy mottling throughout 
both lung fields (fig. 1). 


Course in Hospital 

A diagnosis of bronchopneumonia was made and treatment 
with penicillin and sulphamezathine was begun. 

There was little improvement during the next week, cough 
being persistent, vomiting still fairly frequent, and the X-ray 
pieture unchanged. Streptomycin was substituted, and there 
was some improvement for the next 12 days, but radiography 
showed increased mottling (fig. 2). On Aug. 12 the baby’s 
condition changed rapidly, with dyspnoea, tachypnoea, and 
cyanosis. His pulse and respiration rates rose, and he died 
on Aug. 18. 


Laboratory Investigations 

The white-cell count on admission was 31,000 per c.mm., 
with a preponderance of neutrophils ; hemoglobin 12 g. per 
100 ml. ; and erythrocyte-sedimentation rate (E.s.R.) 10 mm. 
in 1 hour (Wintrobe). Nothing abnormal was found in the 
urine, and lumbar puncture revealed normal cerebrospinal 
fluid. The Mantoux reaction was negative (1 : 2000), and no 
tubercle bacilli were found in gastric washings. Stool examina- 
tions for tryptic activity were positive, and repeated culture 
of the stools did not produce any pathogens. 

The white-cell count settled around 12,000 per ¢c.mm. 
(differential count normal), and the £.s.R. remained at 10 mm. 
in 1 hour. Staphylococcus aureus was grown on one occasion 
from throat swabs, but fungi were not isolated. 


The most striking findings in this infant were the 
negative physical signs in the chest, in contrast to the 
increasing dyspnoea and cyanosis, and the gross radio- 
logical changes throughout the illness. 


SECOND CASE 

A male infant, aged 11 months, was admitted to Arbroath 
Infirmary on Jan. 18, 1956, because of cough which had 
persisted for 3 months. 

He was born at term and weighed 9 lb. 7 oz. Everything 
seemed normal then, and he was breast-fed for 9 months. His 
only illness was infantile eczema ; because of this he was not 
vaccinated or otherwise immunised, Both parents are healthy 
and have normal chest X-rays. There had been two other 
children, both male. The first died in 1952, aged 4 months, 
with Shigella sonnei dysentery, and the second died in 1954, 
aged 5 months, with gastro-enteritis associated with Escherichia 
coli neopolitanum 055 and pneumonia. No necropsies were 
performed. 

When 8 months old he developed a running nose, and the 
discharge soon became yellow and purulent. Cough appeared 
and persisted. 6 weeks before admission he had an attack 
of wheezing, shortness of breath, and pyrexia. This was 
treated with penicillin and chloramphenicol orally with 
considerable improvement, but the cough persisted. 3 days 


before admission he developed thrush in his mouth and 
became restless and feverish, with rapid breathing. 
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On admission he was an ill child, irritable and poorly 
nourished. There was slight dehydration and hypotonia. He 
had fever (103°F) with respirations 50 per min., but there 
was no dyspneea or cyanosis. The percussion note was impaired 
over the right chest anteriorly, and pneumonia of the right 
middle lobe was demonstrated radiologically (Dr. T. Sprunt). 


Course in Hospital 

Penicillin and sulphadimidine were given. His tempera- 
ture fell to normal within 48 hours, and there was rapid 
resolution of physical and radiological signs in the chest. 
His general condition improved, but his cough persisted, 
and after 7 days radiography showed diffuse fluffy mottling 
throughout both lung fields, most marked towards the hilum, 
with relatively clear peripheral fields. During the next 2 weeks 
these changes increased despite the absence of physical 
signs (fig. 3); and pneumocystis pneumonia was tentatively 
diagnosed. 

He was transferred on Feb. 11 to Dundee Royal Infirmary, 
where treatment was continued with courses of penicillin, 
sulphamezathine, streptomycin, erythromycin, and _ tetra- 
cycline, with no obvious benefit. His clinical condition 
remained unchanged, without causing undue anxiety, but 
radiography showed progressive pulmonary changes (fig. 4). 
Hypogammaglobulinemia was first sought and found on 
Feb. 21. 2 days later his condition changed rapidly, and he 
became dyspneic, with respirations up to 90 per min. and a 
pale greyish cyanosis, relieved only by oxygen. 

Gammaz-globulin was given intramuscularly in doses of 1 g. 
to a total of 6 g. during the next 12 days with no apparent 
effect. 

Because of the pattern of the illness, with tachypnea, 
dyspneea, cyanosis, and negative physical signs, but gross 
radiological changes and failure of response to antibiotics, 
we felt more confident of the diagnosis of pneumocystis 
pneumonia. He was given pamaquin 2 mg. five times daily for 
6 days, followed by mepacrine 25 mg. twice daily for 6 days, 
and for 2 days by ‘ Infant Acetylarsen’ 1 ml. daily (Dvofak 
and Jirovee 1953). Chloramphenicol was substituted for other 
antibiotics (Eberle et al. 1955). 

From the time of this dramatic change in his condition he 
steadily deteriorated and was cyanosed whenever out of 
oxygen. On Feb. 26 he developed transient clubbing of the 
fingers and toes for 4-5 days. 

The temperature, white-cell count, and £.s.R. remained 
normal. The picture was now one of steadily increasing 
asphyxia (fig. 5). The infant became gradually thinner, more 
fretful, and apprehensive, and qn March 18 he developed sub- 
cutaneous emphysema over his neck and upper chest, with 
bilateral pneumothorax. He died next day. 


Laboratory Investigations 

On admission to Dundee Royal Infirmary his white-cell 
count was 10,000 per ec.mm. (differential count normal), 
hemoglobin 14-8 g. per 100 ml., and E.s.rk. 4 mm. in | hour 
(Wintrobe). His urine was normal on several occasions, and 
proteinuria was never found. 

Extensive investigation of his blood chemistry showed no 
abnormality. In view of the association reported between 
interstitial plasma-cell pneumonia and hypercalcemia (Hall- 
man et al. 1954) it may be noted that the plasma-calcium level 


LEGENDS TO ILLUSTRATIONS ON PLATE 
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Fig. |—Case | (July 23, 1955): bilateral opacities radiating from hila, 
and diffuse finer nodular opacities. 

Fig. 2—Case | (Aug. 8, 1955, ten days before death) : increase of opaci- 
& ties and interstitial change, especially in left upper zone. 

Fig. 3—Case 2 (Feb. 10, 1956): bilateral poorly defined shadows radi- 

ating from hila. 


Fig. 4—Case 2 (Feb. 28, 1956) : increase of op 
zones, tending to become confluent. 


ially in upper 


Fig. 5—Case 2 (March 6, 1956, twelve days before death) : opacities now 
more confluent, and there is diffuse consolidation. 


Fig. 10—Case 2: silver impregnation (Le Tan Vinh 1954) showing intra- 
alveolar mass containing cysts. Note septal reticulin well ined 
but erythrocytes and cell nuclei not stained by this method. ( x 636.) 


Fig. 1|—Case 2: imprint from lung showing cysts containing spherical 
bodies. (Giemsa. x 1858.) 
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Y ic} a Alb. 
Fig. 6—Top register: ‘‘ normal” infant aged 12 months; middle 
register : case 2 showing ab of g globulin (Feb. 21, 1956) ; 


bottom register: case 2, after intramuscular gamma-globulin 6 g. 


howing no obvi change (March 6, 1956). 


was only 9-8 mg. per 100 ml. and the plasma-phosphorus 
level 4-2 mg. per 100 ml. on two occasions. 

Pancreatic trypsin was demonstrated in the feces on 
several occasions. The white-cell count varied from 7000 to 
10,000 per c.mm., and differential counts showed a slight 
increase of polymorphonuclear cells. The hemoglobin was 
always more than 14 g. per 100 ml. 

Staph. aureus, resistant to all antibiotics tried, was twice 
isolated from the nose. During the last week Esch. coli 
neapolitanum 0119 was isolated from the stools, but there was 
no diarrhea. 

Serum-proteins were low from the time of admission. The 
total was never more than 4-9 g. per 100 ml., the albumin 
varying from 3-2 to 3-4 g. and the globulin from 1-5 to 1-7 g. 
Paper electrophoresis (fig. 6) on Feb. 21 showed an absence 
of gamma-globulin, confirmed on following days, and chemical 
fractionation (Wolfson et al. 1948) revealed levels of about 
75 mg. per 100 ml. (Miss R. Haslock). There was a slight 


LEGENDS TO ILLUSTRATIONS ON PLATE 


PROF. MILNES WALKER 
Fig. |—Venogram showing intrahepatic obstruction in man, aged 24, 
who had had two severe hemorrhages. Note filling of cesophageal 
varices and a healthy portal vein. 


Fig. 2—Venogram showing extrahepatic obstruction in woman, aged 
23, who had a severe hamatemesis with no previous symptoms. 
Extensive varices were present ; but, before venography, there was 
no indication that the obstruction was extrahepatic. 


Fig. 3~Venogram after portacaval anastomosis in same patient as in 
fig. 1. 


PROF. GILLMAN AND OTHERS 


Fig. 2—Case 2: sclerotic primary tumour representative of the liver at 
necropsy ( x 72). 


Fig. 3—Case 2: characteristically sclerotic metastasis in abdominal 
lymph-nodes ( x72). 


DR. SNOW 
Retinal Is: a, pressed ; b, during compression. 

To slow the stream sufficiently for photography, relatively 
irm pressure was applied to the eye by the patient himself : 
hence the appearance of sludging in the arteries as well as the 
‘eins. When the photograph was taken, the £.s.R. was 50 mm. 
n one hour, and the serum-globulin level 5 g. per 100 ml. 
\ diagnosis of Hodgkin’s disease was established three months 
ater. 
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increase of alpha-1 and alpha-2 globulin. The normal level 
of gamma-globulin at the age of 12 months is 450-700 mg. per 
100 ml. (Moore et al. 1949, Corbiel et al. 1954) and rises to 
the adult level of 1000-1200 mg. in later childhood. 

No changes were noted during the remainder of the illness 
after the administration of gamma-globulin in large doses, 
apart from an increase in alpha-1 globulin. 

Electrophoresis and chemical fractionation of both parents’ 
serum gave normal findings. 

The blood-group was O Rh-positive, and no iso-agglutinins 
anti-A or anti-B could be demonstrated at 4°C, room-tempera- 
ture, and 37°C by the methods recommended by Dunsford 
(1953) (Dr. F. 8S. Graham). 


Comment on Radiographs (Dr. C. Pickard) 

A widely disseminated granular lesion of the lung fields, 
but detailed examination shows the opacities to have a fluffy 
irregular outline, unlike the discrete characteristics of miliary 
lesions. There is no evidence of hilar glandular enlargement. 
The pattern progresses to more widespread and confluent 
fluffy opacities. The general impression is of a disseminated 
alveolar lesion becoming lobular and ultimately widespread. 


Post-mortem Findings 
FIRST CASE (Dr. H. G. Morgan) 


Examination 16 hours after death. A slightly dehydrated 
infant, the only significant gross findings being in the lungs. 
There was no pleural reaction or fluid, and both lungs showed 
an identical appearance, bejng finely nodular throughout all 
lobes, with no predilection for any site. The pattern suggested 
bronchopneumonia, but even the smallest of the visible bronchi 
appeared unaffected. Most of the nodular areas were 1-3 mm. 
in diameter, whitish, and firm, and the intervening lung was 
firmer and drier than normal, with small areas of emphysema. 
The larger bronchi contained a little mucus but no pus or 
aspirated material. The paratracheal and bronchopulmonary 
lymph-nodes were not enlarged. 

Culture of lung tissue produced a growth of pneumococci 
and Candida albicans. 

Other organs showed no abnormality, and there was no 
lymphadenopathy or splenomegaly. The middle ears con- 
tained no pus. 

Microscopy 

In the nodular areas described in the lungs there is a diffuse 
interstitial infiltration of mononuclear cells, including plasma- 
cells, with only occasional polymorphs. The alveoli and 
alveolar ducts are filled with a weakky eosinophilic exudate 
of granular, foamy, or honeycomb appearance. The sponge- 
work is brilliantly fuchsinophil with the periodic acid-Schiff 
reaction, but is completely negative for fibrin, mucin, and 
glycogen (fig. 7). With the Schiff method, Giemsa’s stain, or 
toluidine-blue, many of the clear spaces, particularly at the 
periphery of the honeycomb, are seen to contain one or more 
free-lying tiny granular bodies. In most places the intra- 
alveolar exudate is quite acellular, but there is frequently a 
prominent alveolar lining with cuboidal cells. Desquamated 
cells occasionally seen in the exudate sometimes contain finely 
granular fat or Schiff-positive granules. In other places the 
exudate appears to have undergone necrosis, and the peripheral 
cells then are of foreign-body giant-cell type. In these small 
granulomatous foci the necrotic exudate has taken up calcium, 
but this is rare and not likely to be the explanation of the 
severe and widespread radiological change. Between the 
nodular areas of consolidation the lung shows a moderate 
diffuse infiltration of the alveolar septa by a mononuclear-cell 
infiltrate, associated often with areas of emphysema. There 
is no evidence of cytomegalic or other inclusion bodies. 

Sections made from other viscera, including lymph-nodes, 
spleen, and bone-marrow, are all normal, and there is no 
evidence of inclusion disease in pancreas, kidney, or salivary 
glands. The lymph-nodes from numerous sites are small, 
containing only a few primary, and no secondary, follicles. 
Smears and sections from the nodes, spleen, and bone-marrow 
show only a very occasional plasma-cell. In the kidneys an 
occasional tiny focus of calcium deposition is seen in collecting 
tubules, sometimes associated with a slight granulomatous 
reaction. 


SECOND CASE 
Examination 2 hours after death showed a thin wasted 
cyanotic infant, with subeutaneous emphysema over the chest 
B2 


mea 
= | 


62 THE LANCET] 


Fig. 7—Case |: lung showing “‘ exudate "’ as dark masses in alveoli and as grey granular 
material in bronchiole. Note thickening of alveolar septa by cellular infiltrate. (Periodic 


acid-Schiff. x 60.) 


posteriorly and reaching up to the root of the neck. Gross 
changes were confined to the thorax. There was bilateral 
pneumothorax, but the lungs were bulky and retained their 
shape. The pleural surfaces were normal apart from occasional 
small subpleural hemorrhages and interstitial emphysema, 
and there were collections of air at the hila, extending behind 
the parietal pleura to reach the neck. 

The lungs were pinkish-white and diffusely firm, with a 
rubbery consistence, and all the lobes were equally affected. 
Only the margins obviously contained air, and here occasional 
subpleural spaces up to 0-5 cm. in diameter were seen. 
Throughout both lungs the lobular pattern was accentuated, 
and, with the colour and consistence, resembled pancreas 
or thymus—suggesting the term “ pancreatisation.’’ The 
bronchi contained a little viscid mucus ; their cut surface was 
rather dry, and only a little serous fluid was obtained on 
scraping. 

The paratracheal and bronchopulmonary lymph-nodes were 
small, There was a mild thrush cesophagitis, and the only other 
striking feature was the striking deficiency of lymphoid tissue 
throughout the body, though the spleen 
was of normal weight. No abnormality 
was seen in other organs. 


Microscopy 

The changes in the lungs are essentially 
the same as in case |, but more widespread 
and uniform. There are no areas of necrosis 
and granulomatous change, and no plasma- 
cells are seen in the interstitial infiltrate 
(figs. 8 and 9). The lungs therefore resemble 
more closely the Continental descriptions 
except for the absence of plasma-cells. 

There is no evidence of inclusion disease 
of parasites in the other viscera. The lymph- 
nodes, spleen, and bone-marrow are similar 
to those in case 1, but no plasma-cells can 
be seen. 

Sections and material were sent to Pro- 
fessor Hamperl (Bonn), Professor Vanek 
(Prague), Dr. Le Tan Vinh (Paris), and 
Dr. E. K. Ahvenainen (Helsinki): all 
agreed that this was the disease they had 
described and were willing to accept the 
absence of plasma-cells as in some way 
associated with hypogammaglobulinemia. 
Using the modified del Rio Hortega method 
of Le Tan Vinh (1954) we have succeeded 
in showing in sections the cysts described 
by him and shown by Hamperl (1956b) 
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(fig. 10). Dr. Le Tan Vinh was kind 
enough to stain and study our material and 
said that he regarded the cysts as pathog- 
nomonic. 


We hope to describe the microscopy of 
this disease more fully elsewhere, but mean- 
while it may be said that the interstitial 
changes are moderate, plasma-cells are not 
the predominent type in either case, and 
the pathognomonic feature in both cases is 
the intra-alveolar spongework (see below). 
It is generally agreed that the responsible 
organisms are best seen in lung imprints. 
In our hands Giemsa’s stain gave the best 
results, and fig. 11 shows the appearance in 
smears made at necropsy. The honeycomb 
structure apparent in the sections is again 
seen, but in addition there are more 
obvious cyst-like structures, 5-9 p in dia- 
meter, containing small round bodies which 
are uniformly basophilic. Routine cultures 
and injection of lung extracts into guinea- 
pigs and rabbits did not produce pyogenic 
bacteria or fungi. 


Discussion 

Clinical Definition 

The clinical definition of this disease is 
likely to become sharper with the advent of the new 
histopathological criteria. The question, however, will 
probably remain whether all the many cases described 
in the past as interstitial plasma-cell pneumonia were 
the very specific anatomical entity which at present 
goes under the name of pneumocystis pneumonia. 

Clinically characteristic of the fatal cases is the fact 
that the radiological changes, from an early stage in the 
disease, are of a striking degree and quite out of propor- 
tion to the symptoms and signs. There is a complete 
lack of response to antibiotics, and later an increasing 
oxygen starvation. Laboratory methods do not yet give 
any real help in diagnosis, though Vivell (1954) and 
Navratil et al. (1954) have claimed good results with 
complement-fixation tests using extracts of lung from 
proven cases. Braestrup (1956), however, thinks that 
there is little to be gained clinically by further diagnostic 
analysis during life. We can liken the situation to that 


by phase-contrast miscroscopy in smears 


rk and highly cellular interstitial tissue. This illustration is very like 


fig. 3 of Hutchison (195Sa). (Haemalum and eosin. x 70.) 
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Fig. 9—Case 2: details of and its constituent Note 
prominent alveolar lining. (Periodic acid-Schiff. x 479.) 


of leprosy thirty years ago, where the morbid anatomy 
was clear-cut and accurately indicated the diagnosis, an 
organism was known but could not be satisfactorily 
incriminated, and treatment was both empirical and 
ineffective. 
Aitiology and Therapy 

The only practical knowledge yet available is the 
reported occurrence of epidemics among infants in 
hospital, and the Continental workers believe that 
prophylactic segregation is of value (Reiseterbauer and 
Braun 1955, Hamperl 1956b). Tobler (1956) claims that 
the disease has been eliminated in his unit in Switzerland 
by the use of ultraviolet ray sterilising-lamps in the 
nursery cubicles for premature infants. Many agents have 
been tried in treatment of the established disease, but 
the value of none has been confirmed. The antiprotozoal 
drugs (pamaquin, mepacrine, emetine, and organic 
arsenicals) have been commended by Vanek et al. (1953), 
fungicidal drugs by Petersen (1953), and chloramphenicol 
by Eberle et al. (1955). Gamma-globulin has also been 
recommended (Sternberg and Rosenthal 1955), but this, 
like the other therapies, proved of no value in our hands. 
Morbid Anatomy of the Lungs 

The original descriptions of interstitial plasma-cell 
pneumonia were not very sharply drawn and did not 
separate it from non-specific chronic inflammation. The 
recognition of the peculiar character of the intra-alveolar 
exudate (Ammich 1938, Benecke 1938, Vanek and 
Jirovec 1952) now allows a definite diagnosis to be made 
post mortem. Having observed two cases in Dundee 
within a short time, we naturally wondered how many 
cases had been missed. After all, this is a widespread 
disease on the Continent: and Switzerland, with its 
population of 7 million, had 700 cases in 1941-49 (Deamer 
and Zollinger 1953), while Jirovec (1954) estimates the 
number of cases in middle Europe at about 500 in 
1951-53. A study of 218 infantile cases of pneumonia 
coming to necropsy in Dundee in 1935-55, and of the 
comparable cases in Newcastle upon Tyne in 1945-51, 
did not reveal a single example. Baar’s experience in 
Birmingham (Baar 1955) also suggests that the disease is 
new to Britain. 

Intensive study of the intra-alveolar ‘‘ exudate "’ as the 
‘robable site of the infective agent has produced a sharp 
division of opinion. On the one hand, there is strong 
upport (Hamperl 1952, 1956a and b, Herzberg et al. 
952, Le Tan‘Vinh 1954, Baar 1955) for the view of Jirovec 
_nd Vanek (1954, 1956) that the ‘‘ exudate ”’ isa mass of 
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protonce (Pneumocystis carinii). On the 
other hand is the view that the infection 
is fungal. Csillag and Brandstein (1954) 
favour blastomyces, whereas Simon (1953) 
believes it to be an unusual form of candida 
occurring in debilitated people. The most 
likely is perhaps saccharomyces (Bruns 
and Béttger 1955), which Schmid (1955) 
believes to be able to form not only the 
intra-alveolar masses but also the cyst- 
like structures which supporters of pneumo- 
cystis claim to confirm their view. Sac- 
charomyces has been grown by Schmid 

1955) from cases with this curious sponge- 
ork in their alveoli; but the pneumo- 

cystis has not been cultured or trans- 

mitted or defined in any way other than 

by visual observation of smears, imprints, 

or sections. 

Pneumocystis carinii 

This protozoén was described first by 
Chagas (1911) and later by Carini and 
Maciel (1915) in the lungs of guineapigs 
infected with Trypanosoma cruzi and 
T. lewisi. It was later seen by 
Delanoe and Delanoe (1912) in the lungs of rats 
without trypanosomes; these workers recognised 
that this was a separate organism and named it Pnewmo- 
cystis carinii (Wenyon). The cycle of pneumocystis 
has been studied extensively by Vanek et al. (1953), 
who describe it as a round or an oval mass of 
chromatin, 1-3 » in diameter, enclosed in a mucous 
capsule 5-10 » in diameter. The organism reproduces by 
division into 2, 4, 6, and finally 8 spore-like structures 
within a thickened cyst-wall. The hosts now known 
include rats, mice, dogs, cats, goats, and sheep, and the 
distribution is world-wide. 

Pneumocystis carinii has been found in the lungs of 
adult humans with pneumonia associated with Hodgkin’s 
disease (Vanek 1952), myeloid leukemia (Jirovec and 
Vanek 1954), and cytomegalic inclusion disease (Hamperl 
1956a). In a fourth adult it was found without pneu- 
monia (Van der Meer and Brug 1942). It has also been 
found in older children aged 5 years by Dr. Pavlica 
(Prof. J. Vanek, personal communication) and 2 years 
(Le Tan Vinh 1954) dying with pneumonia in associa- 
tion with neoplastic disease of the reticulo-endothelial 
system. 

Most of the Continental workers (Le Tan Vinh 1954, 
Hamperl 1956a, Jirovec and Vanek 1956) favour the 
pneumocystis as the causal agent of this peculiar pneu- 
monia of infants. 

The evidence incriminating Pnewmocystis carinii is 
not, in our view, complete enough to absolve other 
organisms—e.g., a fungus such as saccharomyces. Our 
reason for using the name “‘ pneumocystis ”’ in the title of 
this paper is our inability to coin a more neutral adjective 
which would be familiar to those who have already studied 
the disease, would indicate this very specific anatomical 
change, and would be as easily pronounced. 


Associated and Predisposing Abnormalities 

The disease is almost confined to infancy, and most of 
the infants affected have been premature, immature, or 
otherwise weakly. There seems to be no special seasonal 
prevalence. The rarity of cases after the first 6 months 
of life, and the odd fact that the reported adult cases all 
had a disease involving the reticulo-endothelial system, 
naturally suggest that an alteration of plasma-globulins 
has some predisposing influence. 

The plasma-gamma-globulin level is known to be lowest 
in the normal infant at about the 3rd month ; thereafter 
the waning of the supply received from the mother is 
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countered by intrinsic formation. It is not known 
whether the weakly infant has a longer period of diminu- 
tion of circulating gamma-globulia. Infants with pneumo- 
cystis pneumonia do not show a serum-protein pattern 
different from that in unaffected controls (Vanek 1956) ; 
but Vanek (1956) does not mention the subdivisions of 
the gamma-globulins, and perhaps antibody activity is 
particularly localised in the subfraction gamma 2 (Martin 
1954). The suggestion of a relation between plasma- 
proteins and pneumocystis pneumonia (Gormsen 1950) 
was reinforced by Baar’s (1955) recognition that the lung 
illustrated in Hutchison’s (1955a) report of a case of 
congenital agammaglobulinemia was that of pneumo- 
cystis pneumonia. This observation gains significance 
by the finding in case 2 of an almost comp! absence of 
gamma-globulin from the plasma. In our other case, and 
in Hutchison’s (1955a) first case the plasma-proteins were 
unfortunately not estimated, but the fact remains that 
of the four cases of pneumocystis pneumonia observed in 
Scotland, two had so-called agammaglobulinemia. 

Diminution of gamma-globulin therefore seems likely 
to be a significant predisposing factor in the development 
of pneumocystis pneumonia. Indeed it is possible that 
the four cases in Scotland occurred because the infants 
had exceptionally little gamma-globulin. In two of the 
cases there was no estimation to support this view, but 
all four infants were males, and congenital agammaglobu- 
linemia (strictly speaking it is hypogammaglobulinemia) 
is perhaps confined to males (Good and Zak 1956), and 
sections from Hutchison’s (1955a) patients, aged 6 months 
and 20 months, which Dr. A. M. MacDonald, pathologist 
to the Royal Hospital for Sick Children, Glasgow, was 
kind enough to send us, show the same virtual lack of 
plasma-cells as do the Dundee cases. In both these 
respects the Scottish cases are unusual, because on the 
Continent the sex-incidence is equal in pneumocystis 
pneumonia, and the cellular infiltrations are composed 
mainly of plasma-cells; a deficiency of plasma-cells is 
known to be characteristic of congenital hypogamma- 
globulinemia. The absence of hemagglutinins in the two 
present cases adds further support to this view (Good and 
Zak 1956). The case reported by Dauzier et al. (1956) was 
in a boy aged 21 months, and the history of recurrent 
pyogenic infections of the respiratory tract suggests that 
this was a comparable case; unfortunately there is no 
mention of the serum-proteins. 

We do not wish to emphasise unduly the suggestion 
that all four cases were examples of this congenital 
inability, to form gamma-globulin, but the two proven 
cases raise another interesting point, Usually hypo- 
gammaglobulinemia in infants is characterised by 
recurrent bacterial infections, especially of the respiratory 
system and the skin (Bruton 1952, Good and Zak 1956), 
and these pyogenic infections have been controlled by 
intramuscular administration of gamma-globulin. On the 
other hand, in all four Scottish cases there was, at 
necropsy, a remarkable absence of any sign of pyogenic 
infection, and we suggest that the organisms in the alveo- 
lar spongeworks, be they protozoa or fungi, may have 
been producing some substance inhibiting pyogenic 
bacteria. Admittedly antibiotic therapy had been given, 
but in Hutchison’s (1955a) first case and in one of ours 
the disease was well established before such therapy was 
begun. 

Conclusion 

The disease widespread in Central Europe and known 
originally as interstitial plasma-cell pneumonia of infancy 
is now recognised as an intra-alveolar infection due either 
to a protozoén, Pneumocystis carinii or to a fungus, 
possibly saccharomyces. 

Five cases have now been reported in Britain of what 
we may in the meantime reasonably call pneumocystis 
pneumonia, If this disease is becoming more prevalent, 
increasing awareness of the possible diagnosis in atypical 
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pneumonias of infancy may lead to more definite informa- 
tion about the cause. 


Summary 


Two fatal cases of pneumocystis pneumonia in infants 
are described. Of the four now reported from Scotland, 
two showed extreme deficiency of gamma-globulin 
(‘‘ agammaglobulinemia’’), and three of the infants 
were older than is usual in the Continental cases. 

Pneumocystis pneumonia is characterised clinically by 
progressive tachypnea, dyspnea, cyanosis, and minimal 
clinical signs with gross radiological changes. On this 
basis we made a confident provisional diagnosis in one 
case during life. 

Histologically the changes agree closely with those seen 
in the interstitial plasma-cell pneumonia of the European 
Continent. 

Intra-alveolar networks and cysts are present, identical 
with those described by some as the causal protozoon, 
Pneumocystis carinii and by others as a pathogenic 
fungus. 

Attempts to isolate the causal agent were unsuccessful. 


We are grateful to Prof. A. C. Lendrum for his help and 
criticism during the preparation of this paper. Our thanks 
are also due to Mr. J. W. Corkhill for the illustrations, to 
Sister M. D. Crichton for her special care of the infants, and 
to all those colleagues mentioned in the text, who have been 
most generous with their help. 
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THE SLUDGING OF BLOOD IN THE 
RETINAL VEINS 
A LITTLE-KNOWN PHYSICAL SIGN 


P. J. D. Snow 
M.D. Mane., M.R.C.P. 


SENIOR REGISTRAR, THE UNIVERSITY DEPARTMENT OF 
MEDICINE, MANCHESTER ROYAL INFIRMARY 


With illustrations on plate 


Ir is the purpose of this paper to call attention to an 
ophthalmoscopic sign consisting of visible sludging or 
clumping of the red cells in the retinal veins when the 
blood-flow has been slowed by pressing on the eye. The 
sign is non-specific ; but, since it is usually associated 
with organic disease, its presence may be helpful in 
prompting further investigation of patients who are 
thought to have no organic disease or who have an 
unconvincing history and physical signs. 


Elicitation of Sign 


The vessels at the optic disc are viewed through an 
aphthalmoscope, and pressure is exerted with the thumb 
of the free hand on the lateral aspect of the upper eyelid. 
Usually the pressure causes slight medial movement of 
the eye, but with a little practice distortion of its shape, 
which interferes with ophthalmoscopy, can be avoided. 
The pressure required is only enough to induce partial 
diastolic collapse in the retinal arteries. Attention is 
transferred to the retinal veins, where, if the sign is posi- 
tive, the column of blood becomes at first granular and 
then forms into larger discrete particles which move 
slowly towards the dise (see figure). The time required 
for these to become obvious is usually about 5-8 seconds, 
and there is no point in prolonging the pressure if no 
response has been elicited. The rate at which the clumps 
pass along the veins varies with the pressure on the 
eye; but, as soon as flow speeds up, they immediately 
disintegrate. 

After fairly lengthy pressure a slightly granular appear- 
ance in the retinal vessels may be induced even in some 
apparently healthy persons (particularly in women during 
menstruation), but only the formation of separate coarse 
granules is considered to have pathological significance. 

In practice there is usually little doubt as to what 
constitutes a positive result ; indeed it is not until some 
familiarity with the sign has been established that lesser 
degrees of granularity are appreciated. 


Results 


The present series comprises 90 patients in whom 
sludging was seen by me on one or more occasions. That 
sludging occurs only in certain conditions is shown by 
the fact that it was not seen in 31 healthy people (15 
males and 16 females) or in 150 outpatients with the 
following disorders : 


. No. of . No. of 
Disorder Disorder 

Functional disorders .. 33 Angina of effort. . 6 
Peptic ulcer o- oe Oe Infection of renal ‘tract. . 6 
Neoplasm we 9 Hiatus hernia... 5 
Chronic bronchitis 8 Miscellaneous .. 
losis 8 — 
pertension .. 7 Total 150 


pasa of the obvious similarity of the phenomenon 
to the erythrocyte-sedimentation rate (E.s.R.), and since 
it was first seen by me in multiple myelomatosis, both the 
.8.R. and the serum-globulin level were estimated to 

discover whether they had any relation to sludging, and 
iso to provide objective indices of abnormality other 
‘han the clinical impression of disease. 

The £.S.R. was estimated by Wintrobe’s (1946) method, 
he upper limits of normal being taken as 12 and 20 mm. 
n one hour for males and females respectively, and the 
-erum-globulin was estimated by Reinhold’s (1953) 
1ethod, the upper normal limit being 3-5 g. per 100 ml. 
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Of the 90 patieinta with aulajeg' 79 had definite organic 
disease, as follows : 


: No. of No. of 
Disease cases Disease cases 
Active Systemic lupus .. 3 
Carcinoma co Reticulosis 3 
Cirrhosis .. 6 Leukemia as 2 
Bronchiectasis .. 6 Myocardial infarction ce 2 
Myelomatosis . 5 Ulcerative colitis 2 
Pyrexia of undetermined -ellaneous 10 
origin .. 5 
Pneumon os 4 — 
Rheumatoid arthritis 4 Total 79 


In 11 no disease was found. 62 patients. had raised E.s.R. 
—above 30 mm. in one hour in 49 of them. In 5 no figures 
were obtainable. 55 patients had raised serum-globulins 
—above 4 g. per 100 ml. in 35 of them. Either or both the 
E.S.R. and the serum-globulin were raised in 73 patients. 

Of the 11 patients who had no definite organic disease 
all had normal E£.s.R., and all but 1 had a normal serum- 
globulin. 2 of these 11 patients were pregnant, and 
another was first seen during the puerperium. Sludging 
was not present in this latter patient when reviewed 
three months later. Ploman’s (1920) studies of this 
phenomenon were made mainly on pregnant women, and 
I have seen it in pregnancy on several] occasions; so 
probably the effects of pregnancy were responsible for 
the sludging in the 2 pregnant women mentioned above. 

4 other patients, reviewed at intervals varying from 
three to twelve months, .showed no alteration in the 
sludging or any satisfactory explanation of it, but 1 of 
them had serum-globulin levels of 3-9 and 3-6 g. per 100 
ml. over an interval of twelve months. 

4 other patients did not attend for review, but 1 of 
them was known to be menstruating when seen, and this 
may explain the sludging, because I have observed it 
during menstruation in some (but not all) healthy 
women who do not show it during the intermenstrual 
period. 

Of the 90 patients in the series, therefore, there were 
only 7 in whom no explanation for the sludging has yet 
been found. 

Discussion 

Agglutination of the formed elements of the blood in 
the retinal veins into macroscopically visible particles 
was observed by Reimar (1899), who did not correlate 
the phenomenon with the patient’S disease. Indepen- 
dently of this observation, Fahraeus, as a result of his 
studies on the suspension stability of the blood, suggested 
to Ploman the possibility of observing rouleaux formation 
in vivo in the retinal veins. Ploman (1920) confirmed this 
and correlated the rate of formation of visible ‘‘ clumps ”’ 
with the E.s.R., but since then there seems to have been 
no further interest in the phenomenon in the retinal 
veins, although Wintrobe (1946) mentions its occurrence 
in myelomatosis. An extensive literature, summarised 
by Knisely (1951), has, however, accumulated on the 
sludging of blood in conjunctival and similar capillaries. 
This is almost certainly the same phenomenon as that 
observed in+the retinal veins; but, because of the rela- 
tively elaborate apparatus required and ill-understood 
significance of sludging in vessels of this size, it has little 
clinical application at present. 

Sludging in the retinal veins, on the other hand, is 
easily elicited and, being apparently much less sensitive 
than its capillary counterpart, has some clinical value. 

The phenomenon is essentially qualitative; for, 
although Ploman tried to make it semiquantitative by 
timing the appearance of agglutinated particles, this is 
actually impracticable because they do not suddenly 
appear but build up gradually with no definite end-point. 
Moreover their rate of formation is affected by the rate of 
blood-flow and hence by the variable pressure on the eye. 

I shall not here consider the factors responsible for 
sludging, and the £.8.R. and the serum -globulin estima- 
tions were mainly in the hope of providing objective 
indices of a other than the clinical impression 
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of disease. In fact the 1 E.S.R. and/ot en serum- eiebalio 
levels were raised in about two-thirds of the patients ; 
but both were also found raised in the absence of sludging, 
and the relation is evidently not close. A better correla- 
tion existed between sludging and the clinical condition ; 
and sludging sometimes seems to be a more sensitive 
index of disease than either of these laboratory tests. 

It must be admitted, however, that apparently faise 
positive results may occur, for 11 of the patients had no 
obvious disease, although pregnancy in 2 and menstrua- 
tion in 1 of these was almost certainly responsible. 

It should also be emphasised that not all diseases are 
associated with sludging, and that its absence does not 
imply the absence of organic disease. 

The value of the test is therefore limited; but, if 
pregnancy and menstruation are excluded as causes, the 
large majority of patients showing sludging will be 
found to have organic disease. 

A surprising feature was the high proportion of patients 
who turned out to have either active tuberculosis or 
cancer, and it is clear that sludging may occur in a wide 
variety of diseases other than myelomatosis, which, so 
far as I know, is the only specific disease in which sludging 
in the retinal veins has hitherto been described (Wintrobe 
1946). 

In most patients the presence of organic disease was all 
too obvious and did not need confirmation. 14 patients, 
however, had complaints which were thought at first to 
be functional or of a simple non-inflammatory nature, 
and the finding of sludging suggested further investiga- 
tions, which in each case disclosed a more serious 

, unsuspected lesion, usually tuberculous or neoplastic. 

The following 3 case-reports illustrate this application 
of the sign. 

Case-reports 

Case 1.—A man, aged 25, presented with a four-week history 
of severe sciatic pain attributed to a prolapsed intervertebral 
disc, The presence of sludging, however, was not in keeping 
with a purely mechanical cause for his pain, and further 
investigation revealed tuberculosis of the right sacro-iliac 
joint. 

Case 2.—-A woman, aged 28, was admitted with hemateme- 
sis. Sludging was noted after she had recovered from this 
and did not seem to be adequately explained by a peptic 
ulcer. Radiography revealed a gastric ulcer and active 
pulmonary tuberculosis. 

Case 3.—A man, aged 55, presented with left-sided chest 
pain for which no cause was at first found. Radiography 
was normal. At a second attendance a month later sludging 
was observed, and the patient was admitted for further 
investigation, which disclosed erosion of the pedicle of the 
fourth thoracic vertebra, not previously present, and eventu- 
ally found to be ue to a metastatic adenocarcinoma. 


Summary and Conclusions 

Sludging or clumping of the red cells in the retinal 
veins when the blood-stream is slowed was observed in 
90 patients. It was found almost exclusively in certain 
diseases, or in pregnaney and (to a lesser extent) during 
menstruation. It was sometimes associated with a raised 
erythrocyte-sedimentation rate and a raised serum- 
globulin level, but it may occur independently of either. 
Its sphere of usefulness is similar to that of the §£.s.R., 
for it appears to be a fairly reliable indication of organic 
disease. It can, however, be elicited immediately and 
has been found to be particularly useful in bringing to 
light unsuspected organic disease in patients with few 
or unconvincing symptoms. 

I wish to thank Prof. Robert Platt and Dr. H. 
for permission to study their patients. 


T. Howat 
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“ ESSENTIAL ” FATTY ACIDS, DEGREE OF 

UNSATURATION, AND EFFECT OF CORN 
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Camb. 


THE serum-cholestero] level in man can be lowered by 
substitution of carbohydrate for the common meat and 
dairy fats in the diet, and this effect does not depend on 
the intake of cholesterol itself (Keys 1953, 1954, Keys 
et al. 1950, 1955, 1956). Different food fats, however, 
differ in their effect, and certain vegetable oils may 
depress the serum-cholesterol level (Ahrens et al. 1954, 
Bronte-Stewart et al. 1956, Friskey et al. 1955, Kinsell 
et al. 1952). 

Ahrens et al. (1955) found corn (maize) oil particularly 
effective, and they suggested that the effects of dietary 
fats on the serum-cholesterol level in man depend on 
the relative degree of saturation of their constituent 
fatty acids. But corn oil has a relatively high content of 
the ‘* essential ’’ fatty acid linoleic acid ; so it is intriguing 
to speculate on whether hypercholesterolemia is an 
expression of a deficiency of essential fatty acid in the 
diet—a deficiency that could be corrected by the con- 
sumption of a fat, such as corn oil, rich in linoleic acid 
(Bronte-Stewart et al. 1956, Kinsell et al. 1956, Sinclair 
1956). 

One result of such considerations is enthusiasm for food 
fats even richer in linoleic acid, and/or more unsaturated 
than corn oil, as agents for combating hypercholesterol- 
wmia and so, it is hoped, for preventing atherosclerosis 
and coronary heart-disease. We have urged caution 
about premature conclusions in this direction (Keys 
1953), but already there is commercial interest in sun- 
flower-seed oil, as a very rich source of linoleic acid, and 
in fish oils as the most unsaturated of the food fats. The 
fish industry is heartened by imaginative statements 
that coronary heart-disease is absent in Eskimos and 
rare in Norwegians because of their consumption of 
marine oils (Sinelair 1956), though actually the incidence 
of coronary heart-disease among Eskimos is entirely 
unknown and the disease is anything but rare in 
Norway. 

Fish oils contain little or no linoleic acid and only 
minute amounts of arachidonic acid ; so, if they were in 
fact more effective than corn oil in reducing serum- 
cholesterol, this would support the view that unsaturation 
is responsible. If, on the other hand, sunflower-seed oil 
were more powerful in decreasing blood-cholesterol, this 
would suggest that linoleic acid is the active agent. 
Obviously a direct comparison between corn, sunflower, 
and fish oils is essential. 


Present Experiments 


We have examined these and related questions in 
dietary experiments with physically healthy mien in a 
completely controlled metabolic research unit of the 
Hastings State Hospital, and present here a summary of 
data on corn oil versus sunflower-seed oil, corn oil versus 
fish oil, and a final comparison with butter fat, as regards 


* * This work was supported in part by research grants from the 


Minnesota Heart Association, the National Dairy Council, 
Chicago, and from Mr. David Winton and Associates, 
Minneapolis, and was aided by volunteers from tlie 
Church of the Brethren, who served as resident aides in 
the metabolic research unit of the Hastings State Hospite!, 
Hastings. 
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TABLE I-—-CHARACTERISTICS OF OILS TESTED 


7 Corn Sunflower-| Sardine Butter 
Item oil seed oil ol fat 
lodine number .. on 120 131 188 32 
Linoleic-acid content 45% 61% 0-2 % (?) 3% 


the serum-cholesterol level. Characteristics of the .oils 
used are given in table 1. The iodine numbers were 
determined in this laboratory, and the linoleic-acid 
content values are those published for samples of these 
fats of similar iodine number. 

The test oils were fed in quantities of 100 g. daily as 
part of a diet constant in al] other respects and designed 
to provide an average of 100 g. of proteins, 300 mg. of 
cholesterol, and 40 g. of mixed food fats in addition to the 
test oil. Calorie balance was maintained by individual 
adjustments in bread and jelly, and a fixed level of 
physical activity was maintained throughout. The 
subjects were 26 schizophrenics selected for physical 
health, metabolic normality, and demonstrated coépera- 
thveness. 

Before the experiments with these oils the men were all 
maintained at calorie balance on a fixed diet for several 
months, including a stabilising period of four weeks with 
100 g. of butter fat. The men were divided into four 
groups matched as to age, relative obesity, and habitual 
level of voluntary activity. The design of the experiment 
with the test oils is shown in table 1. Groups W and X 
contained 7 men each, and groups Y and Z contained 6 
men each. 

The mean values of the four groups for age, initial and 
final body-weights, and daily consumption of calories 


TABLE II—-EXPERIMENTAL DESIGN FOR FEEDING CORN OIL, 
SUNFLOWER-SEED OIL, SARDINE OIL, AND BUTTER FAT 


Group 
Inclusive dates 
June 8-21 Corn Sunflower Corn Sardine 
June 22-July 5 .. | Sunflower Corn Sardine Corn 
July 6-21 Butter | Butter Butter Butter 


are given in table mi. For the entire 26 men the mean 
body-weight changed only by 0-19 kg. from the start to 
the end of the tests, demonstrating the accuracy of the 
calorie equilibrium maintained by the diets. 

Samples of blood were drawn at the end of each week 
and analysed for serum total-cholestero] (in duplicate) 
and the cholesterol in the « and 6 lipoprotein fractions of 
the serum, separated by paper electrophoresis. The 
methods have been described by Anderson and Keys 
(1956). Here, for the sake of brevity, it is enough to 
consider only the mean blood-cholesterol levels at the 
end of the second week on each diet; the levels at the 
end of the first week are similar and show, as we have 
found before (Keys et al. 1950), that a large part of the 
cholesterol response to a change in diet is produced in 
the first week. 


TABLE III—MEAN VALUES FOR EXPERIMENTAL GROUPS 
JUNE 8—-sULY 21 


Item Ww x ¥ Z 
Age (yr.) .. 46-4 | 468 48-4 | 48-7 
laitial body-weight (kg.) 69-7 67:3 | 657 | 66-2 
F inal body-weight (kg.). . 70-0 | 671 66-2 66-6 
I itake of calories daily 3375 3391 «2922 3074 
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Results 

The average serum-cholesterol level on the butter-fat 
diet was 216-9 mg. per 100 ml. All the groups had 
significantly Jower serum-cholesterol levels on the corn-oil 
diet, the average difference being 45-1 mg. per 100 ml. 
for the W and X groups and 60-0 mg. for the Y and Z 
groups. The serum-cholestero] levels were also lower on 
the sunflower-seed-oil diet ( A =35-8 for W and X groups) 
and on the sardine-oil diet ( A =39-8 for Y and Z groups). 
These differences were primarily due to changes in the 
8-lipoprotein-cholesterol level. The most interesting 
results, however, are for the direct crossover comparisons 
summarised in table Iv. 

In the change of 7 men from corn oil to sunflower-seed 
oil, and in the reverse change made simultaneously with 


TABLE IV-——DIFFERENCES IN SERUM TOTAL-CHOLESTEROL LEVEL 


AND IN PERCENTAGE OF TOTAL CHOLESTEROL IN THE 
(-LIPOPROTEIN FRACTION OF SERUM 
% of total 
No. of Total cholesterol 
Diet comparison cholestero] in 
men (mg. per 100 ml.) 8 lipoprotein 
Corn-sunflower.. 14° —9-29 +2-81 —1-08 +2°-16 
Corn-sardine 12 —20-17 43-75 —4-25 41-34 


* For total cholesterol; 12 men only for 6-lipoprotein (one value 
missing in each of the groups W and X). 


the other 7 men, the serum total-cholesterol was higher 
on the sunflower-seed oil than on the corn oil, the differ- 
ence being statistically significant at about the 1% level 
of probability. In groups Y and Z the serum-cholesterol 
level was higher on sardine oil than on corn oil, the 
difference being highly significant (t=5-38; and, at 
11 degrees of freedom, P<0-001). As in the case of the 
comparisons with butter fat, the cholesterol in the 
8-lipoprotein fraction seems to be primarily involved in 
the total cholesterol differences ; the percentage of the 
total cholesterol found in the § fraction tends to be lowest 
when the men are on the corn-oil diet. 

The net result is that both sardine oil and sunflower- 
seed oi] are more, rather than less, cholesterol-increasing 
than is corn oil. Or, to put it the other way round, corn 
oil has the greatest cholesterol-depressing effect of the 
fats tested. The attempt to discover whether the high 
content of essential fatty acids or the high degree of 
unsaturation is responsible for the cholesterol-depressant 
action of corn oil had the surprising result of showing 
that corn oil is remarkable in some way not measured by 
either of these two characteristics. 


Discussion 


While the above findings were being belatedly sum- 
marised for publication, Jones et al. (1956) reported, in 
cholesterol-fed chicks, an anti-cholesterol effect of corn 
oil, and still more so of corn germ, and provided evidence 
that this effect cannot be explained on the basis of the 
fatty-acid composition of the oil. The results of other 
experiments on animals had cast serious doubt on the 
validity of both the unsaturation and the essential-fat 
hypotheses of the control of the serum-cholesterol level 
(Lin et al. 1955, Swell et al. 1955). Unfortunately the 
differences between animal species in the metabolism of 
fat and cholesterol make it dangerous to extrapolate 
from such experiments to man. It is not possible to state, 
for example, what may be the relevance to man of the 
interesting observation that rabbits fed a diet high in 
peanut oil but low in saturated fat and devoid of choles- 
terol slowly develop progressive hypercholesterolamia 
and, within a year, atherosclerosis (Steiner and Dayton 
1956). Perhaps this finding is most significant as a warn- 
ing against judging the ultimate cholesterogenic and 
atherogenic effects of diets on the basis of short-time 
experiments. 
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It is interesting to ask what may be the relevance of 
the present experimental findings to the fact that low 
serum-cholesterol levels are characteristic of human 
populations who habitually subsist on low-fat diets 
(Keys 1953, 1954, Keys et al. 1955). Are such low 
serum-cholesterol levels explained by the low-fat diets, 
or do relatively high intakes of essential or highly 
unsaturated fatty acids contribute to the picture? The 
intake of linoleic or combined polyethenoic fatty acids in 
the average American diet is about twice that in the 
typical low-fat diets of Japan and Italy, which are 
associated with average serum-cholesterol levels of only 
about 150-200 mg. per 100 ml. No natural human diets 
approach the situation of the present experiments where 
50-60 g. of linoleic acid was ingested daily (in the experi- 
ments with corn oil and sunflower-seed oil) or where fish 
oils accounted for nearly 30% of the total calories. Even 
among the fish-eating Japanese no more than 2-3% of 
the total calories is supplied in the form of fish oils. 

As populations increase the fat content of their diets, 
they do so by consuming more saturated and unsaturated 
fats, though the increase in the latter is smaller. It 
seems, then, that among most of the populations of the 
world the characteristic serum-cholesterol levels are 
directly related to the total consumption of fat rather 
than inversely related to the consumption of essential 
or highly unsaturated fatty acids. And, if we are 
to advocate dietary alterations on a population scale to 
control the serum-cholesterol level, it seems wiser to 
attempt to reverse the trend towards more and more 
luxurious high-fat diets than to advise consuming more 
vegetable and fish oils as a counter measure. But in so 
far as there is simply a choice of the kind of fat to be 
used, corn oil may have special virtue. 


Summary 


Serum total and §-lipoprotein cholesterol levels were 
measured in rigidly controlled experiments on 26 men 
in calorie balance on a diet constant in all respects except 
for the character of test fats—corn oil, sunflower-seed 
oil, sardine oil, and butter fat—which were fed in quanti- 
ties of 100 g. daily. Other mixed food fats in the diet 
amounted to 40 g. daily, and total fats represented 
39-8% of the total calories. 

The mean serum total-cholesterol level on the butter-fat 
diet was 52-0 mg. per 100 ml. higher than on the corn-oil 
diet, 35-8 mg. higher than on the sunflower-seed-oil diet, 
and 39-8 mg. higher than on the sardine-oil diet. 

The serum total-cholesterol level rose after the change 
from corn oil to sunflower-seed oil and fell after the 
reverse change, the average difference being 9-3 mg. per 
100 ml. 

The serum total-cholestero] level rose after the change 
from corn oil to sardine oil and fell after the reverse 
change, the average difference being 20-2 per 100 ml. 

The level of cholesterol in the 8-lipoprotein fraction of 
the serum was primarily involved in the above changes. 

These findings do not support the view that the serum- 
cholesterol level in man is a simple inverse function of the 
essential fatty-acid content or of the degree of unsatura- 
tion of the fatty acids in the diet. 
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Hicu blood-pressure is one of the commonest and most 
serious complications of aJl forms of acute and chronic 
primary renal disease. The possible mechanisms involved 
in the production of such hypertension have recently 
been reviewed (Wilson 1953). Therapeutic reduction of 
the blood-pressure is justified by the well-established 
experimental evidence that hypertension may cause renal 
vascular damage and progressive deterioration in function. 
Secondary hypertensive lesions in the kidney constitute 
the most serious prognostic factor in certain forms of 
chronie Bright’s disease and probably play an important 
part in the development of the malignant type of 
hypertension which occurs in many cases. 


Within recent years the medical treatment of hyper- 
tension has become feasible, following the introduction of 
different drugs which effectively lower blood-pressure. 
Many reports describe the satisfactory use of these drugs, 
but analysis of these shows little correlation between 
treatment and the etiology of the hypertension in the 
individual case. Most are concerned solely with the hypo- 
tensive effect of the drugs, and apparently most of the 
cases of hypertension so treated were of the essential 
variety without impairment of rena] function. 


Nevertheless a diagnosis of the underlying cause is 
essential for accurate prognosis and rational therapy. 
The réle of hypertension varies considerably in different 
forms of renal disease, and treatment that might be 
beneficial in some cases may well be harmful in others. 


The indications for lowering blood-pressure may be 
classified as symptomatic or prophylactic. 


Symptomatic indications include heart-failure (both the 
acute left ventricular and the chronic congestive varieties), 
encephalopathy, and retinopathy. In this paper we have 
used the term retinopathy to indicate at least the presence 
of retinal hemorrhages and exudates. We believe that, 
in renal disease, the appearance of these retinal changes, 
whether or not visual impairment is present, constitutes 
an absolute indication for lowering the blood-pressure. 
The advent of papilleedema indicates the onset of the 
malignant phase of hypertension; and, in the absence 
of therapy, rapid deterioration due to renal vascular 
damage, heart-failure, or encephalopathy is inevitable. 
Heart-failure may reduce glomerular filtration and lead 
to nitrogen retention in chronic renal disease ; hence its 
relief by hypotensive therapy may well lead to improve- 
ment in renal function. The prophylactic indications call 
for prolonged observation and treatment. Here the 
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aim of therapy is to prevent deterioration in renal func- 
tion caused by the secondary effects of hypertensive 
vascular damage to the kidney and to delay the onset of 
the malignant phase. 


To assess the results of treatment it is imperative to 
take into account the natural history of untreated renal 
hypertension. The exact nature of the renal lesion is 
important, for the coursé and prognosis of different forms 
of nephritis vary greatly. It is important also to estimate 
the relative contributions of nephritis and hypertension 
to the progress of the disorder in the individual case. 

Many patients with chronic renal disease live for years 
with normal renal function and slight or moderate hyper- 
tension. Chronic type-I nephritis in its slowly progressive 
course (Ellis 1942), may behave in this way, and so also 
may chronic pyelonephritis. When eventually incapaci- 
tating symptoms appear these are usually of hypertensive 
rather than renal origin. After many years of slight or 
moderate hypertension, a relatively steep rise in blood- 
pressure commonly occurs, accompanied or followed by a 
rapid deterioration in renal function. If no active steps 
are taken to reduce the blood-pressure, malignant hyper- 

,fension supervenes in about half the cases; in the 

remainder a more slowly progressive uremia develops. 
Fig. 1 illustrates a typical case of this ‘‘ hypertensive 
transformation ’’ (Wilson 1955). 

Some patients with kidney disease present a different 
picture. In them there is obviously a continuing active 
glomerulonephritis, indicated by anzmia, microscopic 
hematuria, and frequent granular casts in the urine. 
Here the primary renal condition has evidently a more 
significant effect on the natural history of the disease 
than have secondary hypertensive changes. Although, in 
these patients, hypotensive therapy may be necessary to 
control encephalopathy or retinopathy, the same degree 
of benefit is not to be expected as in the previous group. It 
i8 particularly in the more severe cases of type-1 nephritis 
that this progressive inflammatory element is found, and 
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Fig. 1—Case 17: chronic type-I! nephritis showing rapid deterioration 
of renal function associated with rise in blood-pressure. Although 
hypertension was controlled, renal failure was progressive. 
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in such cases deterioration of renal function may antedate 
the terminal rise in blood-pressure. 

With these considerations in mind we studied the 
effect on renal function of lowering the blood-pressure in 
patients with hypertension and renal impairment. We 
wanted, first, to determine whether normotension could 
be achieved without provoking acute deterioration in 
renal function ; this was readily established in a series 
of comparatively short-term observations. Secondly, 
patients with renal hypertension were observed for longer 
periods in an attempt to discover whether the usual 
deterioration in renal function could be retarded or even 
halted, and whether the onset of hypertensive complica- 
tions, particularly the malignant change, could be 
prevented. Thirdly, we were interested to see whether 
the different types of renal disease described above 
differed in their response to hypotensive therapy. 


Clinical Material and Selection of Cases 


All the patients reported in this series were treated in 
the nephritis clinic of the London Hospital, and selection 
followed the indications outlined above. Treatment was 
instituted either for the relief of acute hypertensive 
manifestations, such as heart-failure, encephalopathy, 
and retinopathy, or for prophylactic purposes. In the 
former group the hypertension was usually severe when 
the patient was referred to us, and renal impairment and 
retinopathy were often present. In most of these patients 
the diagnosis was chronic type-I nephritis. Patients with 
type-11 nephritis, on the other hand, had usually been 
under observation for months or years with normal renal 
function and little or no hypertension. This afforded a 
good opportunity for correlating the development of 
hypertension with change in the renal function and for 
starting treatment when the blood-pressure began to rise. 
Some of these patients were free from symptoms when 
hypotensive therapy was begun. 

Observations were made on 32 patients—16 with 
chronic type-1 nephritis, 7 with type-11 nephritis, 4 with 
other forms of renal disease, and 5 with essential malig- 
nant hypertension. The last-named are included for 
comparison with primary renal disease. Renal function 
was impaired in al] the cases at the time therapy was 
begun. The clinical details and particular indications for 
treatment are listed in tables I-1v. 


Methods 


Treatment followed standardised lines. Initially 
ganglion-blocking agents alone were used—always by 
injection—and pentolinium (‘ Ansolysen’) was the drug 
of choice. More recently we have used reserpine 
(‘Serpasil’) in combination with ansolysen by mouth 
or ‘ Ecolid’ (4:5: 6: 7-tetrachloro-2-(2-dimethylamino- 
ethyl) iso-indoline dimethochloride) also by mouth. All 
the patients were admitted to hospital for preliminary 
investigation and initial therapy. Their blood-pressures 
were recorded hourly throughout the day in the standing 
and lying positions. After about a week hypotensive 
drugs were administered and further blood-pressure 
curves were obtained, the dosage of the ganglion-blocking 
agent being gradually increased until an optimal effect 
was gained. 

The régime was varied to suit the patient’s requirements 
and idiosyncrasies ; sometimes the blocking agent was 
given twice and sometimes thrice daily, but always at 
least half an hour before food. We found it unnecessary 
to give more than 1 mg. of serpasil daily in divided doses, 
and often 0-25 mg. twice daily sufficed. In a few cases 
serpasil alone proved effective, but there appears to be 
no means of foretelling such a response. 

Renal function was measured before therapy was 
started and again after two to four weeks, when optimal 
lowering of blood-pressure had been achieved. After 
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discharge from hospital the patients were seen monthly 
in the outpatient department, and renal function tests 
were repeated at regular intervals. Any cardiac deteriora- 
tion, or improvement, was checked by serial electro- 
cardiograms and chest radiographs. We used the blood- 
urea level, urine-urea concentration, and creatinine 
clearance as tests of renal function, being well aware of 
their inherent fallacies. 

Experience has shown that, in the individual case, this 
group of tests, performed at regular intervals, satis- 
factorily indicates the general trend of renal function. 
Reliance should not be placed, however, on any individual 
reading, for discrepancies arise from variations in urine 
output, superimposed extrarenal retention of nitrogen, 
or incomplete emptying of the bladder. 


Results 

Control of Blood-pressure 

High blood-pressure due to renal disease responds to 
hypotensive drugs in much the same way as essential 
hypertension, and there seems to be no greater resistance 
to therapy. Indeed some patients are remarkably sensi- 
tive to these drugs, possibly owing to delayed excretion 
(Harington 1953). 

Our results suggest that papilledema responds more 
rapidly than in malignant essential hypertension; in 
all the cases of primary renal disease reported here 
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papilledema had subsided within a month of treatment 
being started. 

Most patients with malignant essential hypertension 
require larger doses of hypotensive drugs than are needed 
to control renal hypertension. We have rarely had to 
give more than a total of 200 mg. daily of ecolid by 
mouth together with 0-5-1-0 mg. of serpasil, and normo- 
tension has often been attained with a lower dosage. In 
our cases of essential malignant hypertension 400 mg. 
of ecolid daily has sometimes proved insufficient, even 
when combined with serpasil, and papilledema has been 
correspondingly refractory. 

We believe that the blood-pressure should be brought 
as near normal as possible in all cases, the dose being 
progressively increased to the limit of the patient’s 
tolerance. 


Immediate Effect of Lowering Blood-pressure on Renal 
Function 

In tables 1-1v are listed the renal function and blood- 
pressure immediately before treatment, and again after 
two to four weeks in hospital, when optimal control of 
blood-pressure had been achieved. Such observations 
were available in 14 patients with chronic type-1 nephritis. 
The blood-urea level did not change significantly in 10 
pases, rose in 3, and fell slightly in 1. The other tests of 
renal function showed substantially the same results. In 


TABLE I—SHORT-TERM EFFECTS OF HYPOTENSIVE THERAPY IN CHRONIC TYPE-I NEPHRITIS 


Case 


| Indications for therapy 
1 | M 39 240/160 Retinopathy * 
2 M 60 240/140 Retinopathy 
3s | | s2 220/120 Rising B.P. 
5 M 54 210/145 , Papilledema 
7 M 54 250/170 Papilledema 
| | Congestive heart-failure 
8 | M 39 190/115 Retinopathy 
9 | | 7 300/180 | Retinopathy 
10 F 27 220/140 Retinopathy 
il F 21 240/140 Papilledema 
12 M 45 235/150 Papilledema 
13 | M 42 230/160 Retinopathy, It heart-failure 
14 M 53 240/140 Rising B.P. 
15§ M 48 270/170 Papilleedema 
49 260/170 Papilloedema 
16 | M | 40 200/140 Rising B.P. 


Renal function 


Before and after treatment 


Drugs used 
Blooag- Max.conc. Creatin- Interval} 
urea urea in ine (weeks) 
(mg per | arine, | clearance 
100 ml.) 106 mi.) min.) 
1. Ancolynon inj. 59 1:45 87 | 4 
2. Serpas 9. 
‘Ansolysen poral 57 2-5 58 
Serpasil 57 1-08 49 2 
Ecolid 60 15 58 
Serpasil 10 25 
Ecolid 125 1-4 45 
1. inj. 72 1:3 35 4 
2. Serpas 
‘Ansolysen oral 70 1:8 96 
Serpasil 45 1:3 én 
Ansolysen oral 73 4 
Ansolysen inj. 4 
Serpasil 1-44 45 
Ecolid 50 1-2 
Ansolysen inj. ; 4 
Serpasil 90 1-7 25 
Ecolid 80 1:2 40 
1. Ansolysen inj. 159 0-6 23 3 
2. Ansolysen, oral 155 0-6 16 : 
Ansolysen inj. $s 4 
Ansolysen inj. 4 
1. Serpasil on 
Ansolysen Sorat 40 1:25 15 4 
2. Serpasil only 45 14 90 


* “ Retinopathy "’ denotes presence of exudates or hemorrhages or both. 

+ Normal values: (a) blood-urea upper limit 40 mg. per 100_ml. ; 
(c) creatinine clearance lower limit 80 ml. a minute. 

t “ Interval ” is the time separating the two sets of observations, before and after treatment. 

§ Case 15 was treated in two episodes of malignant hypertension a year apart. 


(b) maximal concentration of urea in urine lower limit 2 g. per 100 ml. ; 
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TABLE II—SHORT-TERM EFFECTS OF HYPOTENSIVE THERAPY IN 


ORIGINAL ARTICLES 


(sam. 1967 71 


RENAL HYPERTENSION FROM CAUSES OTHER THAN 


GLOMERULONEPHSRITIS 
Renal function 
Before and after treatment | 
Case Age Blood- 
Sex Diagnosis pressure Indications for therapy Drugs used 
no (yr.) Max 
(mm. Hg) Blood- | conc. |,Creatin-| | Interval 
iy urea in ine clear-| (weeks) 
(ma. per urine ( 
mil. g. per 
100 mi.) m.n.) 
24 M 56 Polycystic disease 260/185 Congestive heart-failure 4 2 
2 OF 22 Amyloid kidney 200/125 Lt heart-failure 2 
26 M | 26 Pyelonephritis 265/170 Papilleedema 
51 14 | 36 | 
27 M 35 Amyloid kidney 195/120 Rising B.P. , Ansolysen inj. 51 16 44 3 


the great majority of cases of type-1 nephritis, therefore, 
hypotensive therapy had no immediate harmful effects. 

The same may be said of the results obtained in renal 
hypertension from causes other than nephritis (table 1, 
cases 24-27) and in malignant essential hypertension 
(table 111, cases 28-32). There was no evidence in these 
groups that lowering the blood-pressure was detrimental 
to renal function, and neither the age of the patient, the 
sex, the degree of hypertension, nor the extent of renal 
impairment at the start of therapy seemed to make any 
difference to the result. 

In type-u nephritis, however (table cases 17-23), 
the results were somewhat different. There were 7 patients 
in this category, and in 4 the renal function was definitely 
worse after this short period of treatment, whilst in 3 it 
was unchanged. 1 patient (case 17) died in uremia 
two months after therapy was begun. Lowering of the 
blood-pressure probably played little part in this deteri- 
oration, for in all 4 cases where it was observed there had 
been a rapid worsening of renal function just before 
treatment was started. This sequence is illustrated in 
fig. 1. It seems likely that, in these cases, renal failure 
was the result of severe progressive glomerulonephritis. 


TABLE III-—-SHORT-TERM RESULTS OF HYPOTENSIVE THERAPY iN 
MALIGNANT ESSENTIAL HYPERTENSION WITH RENAL IMPAIR- 
MENT 


Renal function 


Before and 


after 
treatment 

ES 5= £8 

33/85 

=) 

Bel 

28 | |48| 230/180 | 2: Serpe | 
2. Serpas 4 

| Ecolid 45 16 75 
29 M 37) 280/160 39 1-6 3 
30 M 32 250/160 | Hexamethonium inj. $7 ‘1:02 88 4 
260/160 | Ferbasil 7317 56) 
63/ 230/140 | Serpasil 57 3:3 100 


Ecolid 


Long-term Results 

The long-term results of therapy lend themselves less 
readily to analysis than the short-term. Only those 
patients who were treated with hypotensive drugs for 
at least six months have been included, and for several 
reasons these are few. 


When treatment was started, many patients were 
seriously ill, with poor renal function, very  # blood- 
pressure, and other serious complications; 3 died in 
uremia in less than six months (cases 3, 17, and 24). 
Moreover several patients, especially those who were 
treated for prophylactic reasons, were unwilling to perse 
vere with a treatment which produced unpleasant symp- 
toms. Thus 6 abandoned treatment and have been 
excluded (cases 9, 11, 15, 16, 23, and 27). In addition 7 
patients have not yet been treated for six months (cases 2, 
8, 10, 19, 21, 25, and 29). 

A further complicating factor is the variable degree of 
control of the bluod-pressure in the individual case ; for, 
though normotension was readily obtained during the 
initial period of treatment, the blood-pressure often rose 
after discharge from hospital. This may have been due 
either to acquired tolerance to the drug or to lack of 


TABLE IV—-SHORT-TERM RESULTS OF HYPOTENSIVE THERAPY IN 
TYPE-II NEPHRITIS 


Renal function 
Before and 
after 
treatment 
| ress- | Indications _ Drugs al 
| £5 88/3 
So] & 
28) 
| 
ll 
17 F 22 210/140) Retinopathy | 136 4 
| 
45 | 50 | 
18 M44 225/125) Rising wr, Serpasil 49 18 | 48 | 
| Ansolysen| 64 /0-8 | 27, 
20 29 230/125, Retinopathy 25 | 2 
are 
21 F 25 220/130, Rising pr. \ ac | | 2 
22 25 180/110) Rising ar. tha [38] 
23 M 31 270/120| Papilledema leg | 33 | 4 
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coéperation. We encouraged all the patients to return to 
a normal active life, and increased physical activity may 
have diminished their response to hypotensive drugs. In 
some patients dosage was satisfactorily readjusted ; in 
others this was impossible, and we had to be content with 
a suboptimal lowering of the blood-pressure. 

The control of blood-pressure during long-term treat- 
ment was classified as good if the blood-pressure fell to 
150/100 mm. Hg or below in the standing position ; poor 
if the diastolic pressure was persistently above 120 mm. 
Hg; and fair between these extremes. 


16 patients were treated for six months or longer 
(table v). The diagnosis in 8 of these was chronic type-1 
nephritis, in 3 type-1 nephritis, in 1 chronic pyelo- 
nephritis, and in 4 malignant essential hypertension. Of 
the patients with type-1 nephritis, rena] function improved 
in 2, remained unchanged in 2, and became worse 
in 4. 

The period of treatment varied between seven and 
twenty-four months, and, not unexpectedly, the degree 
of renal impairment at the start of therapy was important 
in prognosis. 

An example of a good therapeutic response is shown in 
fig. 2. In the 4 patients whose renal function deteriorated 
the initial creatinine clearance was low (23-52 ml. per 
minute), the average being just under 34 ml. The initial 
blood-urea level was more variable but was above 70 mg. 
per 100 ml. in 3 cases. The patient with pyelonephritis 
(case 26) showed persistent improvement in rena] function 
after seven months’ therapy ; but there was only slight 
renal impairment when treatment was started. 
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4 patients with malignant essential hypertension were 
treated for periods of six months to four years. Renal 
function has not deteriorated in any. Renal impairment 
was greatest in case 31 (blood-urea 73 mg. per 100 mL., 
creatinine clearance 56 ml. per minute); in the other 3 
patients it was only slight. 

2 of the 3 patients with type- nephritis showed 
deterioration in renal function after treatment for 
twenty-six and six months; both had grossly impaired 
renal function at the onset (creatinine clearances 27 and 
18 ml. per minute). In the 3rd patient the creatinine 
clearance was initially 50 ml. per minute, and treatment 
has been maintained for nine months without apparent 
deterioration. With 1 exception, patients in any group 
who showed no deterioration of renal function on pro- 
longed hypotensive therapy had an initial creatinine 
clearance of 50 ml. per minute, or more (range 25-100 ml., 
average value 67 ml.). 


Mortality 
There were 3 deaths in this long-term series, all 
examples of chronic type-I nephritis. 


One patient, in whom papilledema was initially 
observed, died of cerebral hemorrhage after eighteen 
months, during which time control of blood-pressure was 
considered poor (case 7). A cerebrovascular accident was 
the cause of death in a 2nd patient (case 13), after fifteen 
months’ therapy, with only fair control of blood-pressure ; 
at the beginning of treatment this patient had severe 
retinopathy and left heart-failure. The 3rd patient died 
from uremia, after fourteen months’ therapy, with fair 


TABLE V-——-LONG-TERM EFFECTS OF HYPOTENSIVE THERAPY ON RENAL FUNCTION 


Renal function 


Before and after treatment 


Case! Age Control of 
=a | Sex (yr.) Diagnosis | - tons blood- Comment on renal function 
a ax. conc. nterval pressure 
urine 
100 ml.) 
M | 39 Chronic type-t nephritis | $8 24 Good Improved. Alive 
— 
12 Chronic typo-1 nephritis $8 10 ‘Poor Improved. Alive 
| | | | 
4;M 42 Chronic type-I nephritis | ' : 7 Poor Unchanged. Alive 
60 | 1-86 62 
6 M 44 Chronic type-1 nephritis 57 1-2 57 18 Good Unchanged. Alive 
| | 
5| M 54 Chronic type-1 nephritis 1-0 Fair Worse. Alive 
| 200 | 1-1 12 
1 | . 35 Worse. Died of bro- 
7 M 54 Chronic type-1 nephritis 22 18 Poor 
57 1 52 . Worse. Died of cerebro- 
13 M 42. Chronic type-1 nephritis 75 | 2-0 34 15 Fair vascular accident 
14 M | 53 Chronic type-1 nephritis os | 
26 Pyelonephritis 7 Fair Improved. Alive 
18 M | Type-i nephritis Good Unchanged. Alive 
29 nephritis 33 26 Good Worse. Alive 
—— 
22 F 25 Type-u nephritis 198 | 09 18 6 Fair Worse. Alive 
28 M 48 Malignant hypertension 4 a $8 24 Fair Improved. Alive 
31 M 52 Malignant hypertension gs 12 Fair Improved. Alive 
3 | M Malignant hypertension ae 48 Fair Unchanged. Alive 
32 M 63 Malignant hypertension 6 Poor Unchanged. Alive 
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Fig. 2—Case |: chronic type-I nephritis showing sustained control of 
hypertension by serpasil and p ini ithout further deteriora- 
tion in renal function over 2 years. B.-P. in lying position is repre- 
sented by continuous lines, and in standing position by interrupted 
lines. 


control of blood-pressure (case 14); here renal failure 
was advanced when the patient was first seen, and 
therapy was only undertaken with considerable mis- 
givings for the relief of symptoms. 


Few conclusions should be drawn from these fatalities, 
but cerebral hemorrhage still remains an important 
cause of death, and here the effectiveness of controlling 
the blood-pressure may well be important. In none of 
these fatal cases was there a malignant termination— 
i.6., appearance or reappearance of papilledema was not 
observed. 

In the whole series of 32 patients other deaths occurred 
either before six months’ therapy had been concluded or 
after therapy had been discontinued. These fatal cases 
are considered below. 


Discussion 


Several reports have been published of the pharma- 
cological actions on the renal circulation in man of 
ganglion-blocking agents and other hypotensive drugs: 


Mackinnon (1952) found that, both in normotensive subjects 
and in patients with benign or malignant essential hyper- 
tension, pentamethonium iodide reduced the glomerular 
filtration-rate and effective renal blood-flow. The reduction 
in renal blood-flow was greater than could be explained by 
the fall in blood-pressure—indicating @ selective vasoconstric- 
tor effect on the kidney. 

Similar results were obtained with hexamethonium by 
Moyer and Mills (1953) ; the sztiology of the hypertension was 
not specified. 

According to Moyer et al. (1955) and Andreae and Smith 
1955) the rauwolfia alkaloids have no direct effect on renal 
vwemodynamics. 

‘ Apresoline ’ (hydrallazine), on the other hand, increases 
enal blood-flow (Mackinnon 1952); and it therefore appears 
© be the drug of choice when ischemic renal disease is present. 
Infortunately we have found it valueless in chronic renal 
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If the above results were applicable to patients with 
impaired renal function we might expect ganglion-block- 
ing drugs to cause further deterioration, but clinical 
experience has not substantiated this : 

Morrison (1953) treated hypertensive patients with paren- 
teral hexamethonium and reported that, of 5 with initially a 
raised blood-urea level, 3 showed no further rise during 
treatment, and in 2 the observed rise was no more than would 
be expected in the natural course of the disease. 

In a series reported by Harington and Rosenheim (1954) 9 
patients were treated when the blood-urea level was above 
40 mg. per 100 ml. ; in 4 of these the level rose with treatment 
and in 5 it fell. These workers concluded that renal disease 
was no contra-indication to treatment with ganglion-blocking 
agents. 

Our results support these earlier observations. Evi- 
dently the changes in renal hemodynamics observed in 
an acute experiment bear no definite relation to the 
therapeutic response which follows long-confirmed lower- 
ing of the blood-pressure. 

Ellis (1942), comparing the histological findings in 
type-I nephritis and type-11 nephritis, wrote : 

“Of special significance is the difference in the chronic 
stage, for whereas in type | nephritis the early lesions give 
place to secondary hypertensive changes resulting in focal 
renal destruction, in chronic type 2 nephritis there is a pro- 
gressive glomerular hyalinisation with diffuse renal destruction 
m which the hypertensive process appears to play relatively 
little part.” 

The results which we report here lend support to this 
observation, for it was in chronic type-1 nephritis that 
the treatment of hypertension was most satisfactory. A 
similar result might be expected in chronie pyelo- 
nephritis. In type-1 nephritis, on the other hand, where 
hypertensive vascular damage is not conspicuous and 
there is evidence of progressive renal destruction from the 
nephritic process, the results of hypotensive therapy are 
disappointing. 

There have been 11 deaths in this series ; the 3 which 
took place after prolonged hypotensive therapy have 
already been discussed. 4 patients died during the first 
six months of therapy; 2 of these had chronic type-1 
nephritis with severe renal failure (gases 3 and 9) at the 
start of treatment ; the 3rd was an elderly man with a 
blood-urea of 171 mg. per 100 ml. due to polycystic 
disease (case 24); and the 4th was a girl, with very active 
type-11 nephritis, who died in uremia after three months’ 
treatment (case 17). Thus there were 7 deaths during 
therapy ; in 5 the cause was uremia and in 2 a cerebral 
vascular lesion. There was no instance of a malignant 
termination. 

4 other patients died after they had abandoned treat- 
ment (cases 11, 15, 23, and 27). In 2 there was a malignant 
termination (cases 11 and 23); and 2 died in uremia 
without the development of papilledema (cases 15 
and 27). 

From these figures it is obvious that hypotensive drug 
therapy was of little use in the late stages of renal failure. 
The important fact remains, however, that, when renal 
function was only slightly impaired, adequate contro) of 
the blood-pressure in patients with chronic type-1 
nephritis or malignant essential hypertension was not 
accompanied by any serious deterioration in renal func- 
tion over the period of observation. In addition to this 
possible prophylactic effect, symptomatic improvement 
was striking in most instances. Most of our patients 
had severe headaches, some had distressing dyspnea, 
and some had impaired vision. Hypotensive therapy 
provided relief in such cases and for this reason alone 
appeared well justified—regardless of the ultimate 


prognosis. 
Summary and Conclusions 
27 patients with primary renal disease, hypertension, 
and impairment of renal function, were treated with 
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hypotensive drugs. 5 patients with malignant essential 
hypertension and renal impairment were included for 
comparison. 

The results of therapy depend largely on the initial 
degree of renal impairment and partly on the type of 
renal disease. Usually cases of chronic type-1 nephritis, 
pyelonephritis, and malignant hypertension showed no 
deterioration of renal function when the initial creatinine 
clearance was over 50% and the blood-urea level below 
60 mg. per 100 ml. Renal failure progressed when the 
initial creatinine clearance was below 30% and the blood- 
urea above 70 mg. In chronic type-m nephritis the results 
are less favourable, 

Adequate control of the blood-pressure seems to 
prevent the malignant hypertensive termination in renal 
disease, but cerebral vascular accidents still happen. 

Hypotensive therapy had no value in staying the onset 
of renal failure in type-1 nephritis. There was no satis- 
factory evidence that lowering the blood-pressure was 
responsible for deterioration of renal function in these 
patients, but that possibility must be considered. 

The need for accurate diagnosis of the renal lesion, 
befure hypotensive therapy is given, is emphasised. 

We thank Messrs. Ciba for generously providing supplies 
of * Ecolid.’ 
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PARENTERAL administration of the ganglion-blocking 
agents hexamethonium and pentamethonium to hyper- 
tensive patients reduces the glomerular filtration-rate, 
the renal plasma flow, and the excretion of water and 
sodium. The renal vascular resistance tends, as a rule, 
to increase, but it may decrease during the peak action 
of the drug as judged by the arterial blood-pressure 
(MeQueen 1952, Mackinnon 1952, Mills and Moyer 
1953, Freis et al. 1953). 

In the work reported here these findings were confirmed 
and the effect of preliminary treatment with another 
hypotensive agent, reserpine (* Serpasil’), on the changes 
induced by hexamethonium were investigated. 


Material and Methods 


Thirteen patients with sustained hypertension were 
studied. Nine were women and four were men, their 
ages ranging from 24 to 72. One patient had chronic 
bilateral pyelonephritis (case 6), one had chronic unilateral 
pyelonephritis (case 3), and in one hypertension was first 
observed during a pregnancy (case 13). The remainder 
were considered to be cases of essential hypertension of 
varying severity, with case 7 presenting in the malignant 
phase of the disease. 
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To attain as basal states as possible the patient had 
an initial rest period of 2 weeks in hospital, without 
treatment, before each test. (In the patient with malig- 
nant hypertension the period of observation was only 
6 days, because her condition was deteriorating). All the 
tests were made at the same time of day, about 3 hours 
after a light breakfast. Water, 1000 ml., was given in 
the 45 minutes before the start of each test. All the 
measurements were made with the patient recumbent. 
The glomerular filtration-rate (G.F.R.) and renal plasma 
flow (R.P.F.) were measured by the clearance rates of 
inulin and p-aminohippurate respectively, the plasma 
levels of these substances being kept constant by a 
continuous intravenous infusion. After 45 minutes 
allowed for equilibration, urine was collected in three 
periods, each of about 15 minutes, the bladder being 
emptied by washing with distilled water and air and by 
suprapubic compression. During this time the blood- 
pressure in the arm was measured by auscultation every 
few minutes, and the pulse-rate was recorded. After 
these control observations hexamethonium bromide 
5-45 mg. was injected via the infusion tubing, and 
observations were continued during three further periods 


TABLE I-—EFFECTS OF INTRAVENOUS HEXAMETHONIUM BROMIDE 
ON RENAL FUNCTION 


Urinary 
45 32 permin.) & 
as! a | FS os 
2 2 | 8 
~ 
F 233/136 91 106 382 0-28 | 0-20 0-64 0°10 9-6 
D 177/107 94 45 165 0-27 0-36 0-28 0-04 2-2 
96 61 346 O-18 | 0-14 0-02 /0-07 0-6 
F 134/95 97 70 (366 0-19 0-12 0-01 
2 C !|185/116 71 95 375 0°25 | 0-17 | 9°38 0-06 3-9 
D 113/83 83 43 167 (0-26 /0-27 O12 1-6 
109/85 |87 104 541/0-19 0-08 0-05 0-08 0-6 
F | 127/94/89 92 402 0-23 | 0-12 0°05 0-13 0-5 
3. F (30 C 176/119 73) 77 | 362 0-21 | 0-23 0-27 0-06 5-1 
D 168/118 90 63 296 0-21 0-27 2-6 
} £ 161/114 94 53 | 237 0-22) 0-33 0°15 | 0-04 1-5 
F 165/116 93 68 341 0-20 0-23 0°21, 0-06 1:3 
4 37 C 158/111 80, 100 366 0-27 0-19 0-18 0-04 3-1 
D 153/109 86 68 2310-29 0-30 0:13 0-03 0-8 
141/105 93 77 (270 0-28 | 0-24 0-5 
F 158/114.92 78 280 0-28 | 0:24 0-09 0-02 06 
5 |M ‘72 C 247/113'65) 73 270 0-27 | 0-31 | 1-08 | 0-12 
D 205/100 67 52 158 0-33 0-44 0:43 3-5 
E 199/104 68 62 239 0-26 0-30 0°37 0-10 2-7 
F 231/111:69, 7 266 .. 49 
6 C 36 168 0-21 0:40 0-20 °0-07 3-1 
| D 146/104 74 39 160 0-24 0:42 0-16 0-07 2-1 
| E 150/105 79 39 149, 0-26 0-46 0-13 50-05 
F 149/107 72) 35 155 0-23 0-45 0-14/0-06 1:5 
7) F C | 251/153) 72 38 #124 0-31 0-87 0-23 0-04 3-0 
D 189/128 76 19 69 6-27 1:32 0-10 0-02 0-9 
(/171/123'75 20 840-24 094 001 001 O1 
F 191/133 75 28 121° 0-23 4-73 6-01/'0-03 03 
8 | F 31 C (177/127 73) 90 265 0-34 | 0-22. 0-05 6-0 
D 171/123 91 62 98 0-31 0-42 0-13 0-04 1-7 
167/121 94 89 302 0-29 0-27 0200-04 1:4 
F 175/131 306 0-29 | 0-23: 0-23: 0-05) 
225/140 75 57 276 0-21 0-31 0-42 0-12 6:3 
D 215/132 82 44 215 0-21 0:28 0-20 0-06 3-2 
E 211/127 93 50 199 6-25 0-13 0-07 IL-1 
F 211/131 95) 52 | 214 0-24 0-38 0-12 0-07 1-0 
10 | F C 221/112 71 99 400) 6-25 0-20 0-32 0-12 7-9 
D 213/111 71 78 18 0-25 0-24 0-22 0:10 4:5 
E 208/111 63 60 269 0-22 0-28 0-14 1-9 
F 218/113'64 89 405) 0-22 0-20 0-27 0-12, 2:3 
11 F (55 C 222/111,85, 317) 0-25 | 0-25 0-15 | 0-05 2-7 
D 130/73 81 39 0-31 0-04 0-02 O07 
E 135/78 76 30, 0-27 1:73 0-01 0-2 
F 147/80 76 20 0-16 0-44 6-01 0-01 O-1 
12 F (58 C 218/119 60 74 293, 0-25 0-28 0-69 0-08 8-2 
D 143/91 63 19 78 | 0-24 0-76 0-18 0-02 0-8 
2 126/85 58 22 132/0-17 0-41 0-06 0-02 0-6 
F 129/85 458 29 #194 °0-15 0-28 6-02 /0-03 0-2 
13 F 45 C 204/124,78 47 0°25 0:49 0-14 0-07 3-6 
D 179/118 90 40 164 0-24 0-50 0-10 0-05 2-0 
E 180/118 91 39 173° 0°22 0-48 0-03 0-04 0-6 
F 187/123 88 52 233/ 0-22 0-37 0-06 0-07 0-9 


C, control, average of three periods of about 15 min. each. 
D, E, F, three consecutive periods of about 15 min. each after 
injection of hexamethonium. 
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in the G.F.R. and R.P.F. was usually seen. However, even 
when the blood-pressure was only slightly decreased, 
considerable alterations in the G.F.R. and R.P.F. were 
observed in some patients. The greatest change seen was 
immediately after injection. Towards the end of the 
observation periods both the G.F.R. and R.P.F. tended to 
rise—the R.P.F. more rapidly than the G.F.rk. This was 
reflected in the filtration fraction which tended to 
decrease during the period of recovery of G.F.R. and R.P.F. 
After the injection of hexamethonium the average 
R.V.R. rose initially but it diminished towards the end 
of the period of observation. In some patients the 
more rapid recovery of the R.P.F. following the initial 
decrease resulted in the r.v.r. falling below control 
levels, while the blood-pressure remained low ; in others 
recovery was less rapid and the R.v.R. remained high. 
After injection of hexamethonium the average rate 
of urine flow fell progressively from the control levels, 


a greater fall being observed when the blood-pressure 
fell considerably. At the same time the excretion of 
urinary sodium decreased, tending to parallel the rate of 
The urinary excretion of potassium 


the urine flow. 


decreased ‘ immediately after injection but increased 


TABLE II—EFFECTS OF INTRAVENOUS HEXAMETHONIUM 
BROMIDE ON RENAL FUNCTION IN HYPERTENSIVES UNDER 
TREATMENT WITH RESERPINE 

Urinary 
© 4 excretion 
a So = Ss 

9 | M/ 24; C | 195/127) 71 61 265,0°23 0:30 O18 O-12 | 4-6 
/194/120 70 51 0-21 0-32 O-11L | 2-2 
| ¢ |178/119 72; 56 | 0-28 0-37 | 0-10 0-12 | 2-7 
F /174/117'73 | 58 222) 0-26 | 0-33 | 0-12 | 0-13 | 1-9 
10 F (59 C 233/111 54 102 404 0-25 0-20 | 0-40 0-15 | 9-1 
D 201/202, 56 80 364, 0-22 0-19 0-23 0-12 | 3-2 
E }211/103'55 66 290 0°23 0-25 0-17 0-09) 1-1 
F 214/109 53) 79 456) 0-17 0-16 0-31 0-15 | 1-8 
11 | F |210/96 80 322) 0-25 | 0-24 | 0-18 | 0-09) 5-5 
| D |144/77 69 28 141/'0°26 0-40 0-02 0-03 | 0-5 
E 136/75 |65) 30 181) 0°17 | 0-30 0-02 0-02 0-2 
F (143/77 (65) 227 0-14 0-25 0-00 0-03) O-1 
12 F 58) C 76 | 297, 0°26 0-25 0-56 0-08 | 6-6 
D | 156/90 35 132 0-26 0-48 | 0-22 0-04) 2-1 
FE (146/85 54) 55 0-21 0-23 0-14 0-06) 
F {149/88 61 262) 0-23 | 0-22 0-19 0-08 | 1-3 
13 F 45 C /184/110,66 53 199 0-27 0-41 0-14 0-09 8-4 
D 161/103 70) 48 194 0-25 | 0-38 0-10 0-07) 6-3 
E | 162/105, 71) 48 | 180) 0-27 0-41 0-10 0-06) 7-1 
F 166/108) 68 46 206 0-22 0:37 0-11 0-07 5:8 

C, D, E, F, as in table 1. 

of about 15 minutes each. An attempt was made to 


estimate by a previous test dose the amount of hexa- 
methonium necessary to produce a moderate fall in blood- 
pressure in each patient. 

Inulin in the plasma and urine was measured by the 
method of Roe et al. (1949), and p-aminohippurate by 
the method of Smith et al. (1945). Urinary sodium and 
potassium concentrations were determined by flame 
photometry. The mean arterial blood-pressure (M.B.P.) 
was estimated as one-third of the pulse pressure plus the 


diastolic pressure, and the renal blood-flow (R.B.F.) was 
Renal plisema flow 


calculated a8 

The renal vascular resistance (R.V.R.) was expressed as 
M.B.P 

units of eT The G.F.R., R.P.F., and R.V.R. were 


corrected for a body-surface area of 1-73 sq. m. 

In five of the thirteen patients (cases 9-13) the above- 
mentioned procedure was repeated after 2 weeks during 
which oral reserpine 0-5 mg. t.i.d. was given. The dose 
of hexamethonium administered to each patient on the 
second occasion was the same as that given during the 
first test. 

Results 


The results in the thirteen patients after the injection 
of hexamethonium are shown in table 1. Table 1m shows 
the effects of hexamethonium in the five patients during 
treatment with reserpine. Fig. 1 illustrates the changes 
induced by hexamethonium in the thirteen patients, 
and fig. 2 the changes induced by hexamethonium in 
one patient before and during treatment with reserpige. 

The average blood-pressure was 203/122 mm. Hg 
before the injection of hexamethonium. After injection 
the pressure fell in most cases to an average of 160/105. 
There were, however, considerable individual differences 
in the response to hexamethonium, the blood-pressure 
sometimes remaining unchanged and sometimes falling 
precipitately with symptoms of hypotension. The 
average pulse-rate rose after injection of hexamethonium, 
but in some patients either no change or a decrease 
was observed. 

Both the G.F.k. and R.P.F. usually decreased after the 
injection of hexamethonium. In patients in whom the 


blood-pressure fell considerably a substantial decrease 


towards control values at the end of observation. 
In the five patients treated with reserpine the average 
blood-pressure before treatment was 218/121 mm. Hg 
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Fig. |—Changes ind 


injection of hexamethonium bromide in 
13 hypertensives. Values are means of 
13 patients. Periods are 
observations and periods !V-Vi those 


after injection. 


d by intr 


control 


and during treat- 
ment 202/109. The 
pulse-rates were 
slower during 
treatment with 
reserpine, being 74 
before treatment 
and 62 after treat- 
ment. No great 
differences were 
noted in the G.F.R., 
R.P.F., or filtration 
fractions before or 
during treatment. 
The R.V.R. averaged 
0-305 before treat- 
ment and 0-278 
during treatment 
with reserpine, 
reflecting the 
slight fall in the 
arterial blood- 
pressure. 

After the injec- 
tion of hexametho- 
nium in these five 
patients the altera- 
tions in renal hamo- 
dynamics and in 
the excretion of 
water and electro- 
lytes resembled 
those observed 
before treatment 
with reserpine. 
Quantitative 
differences were, 
however, noted in 
some patients. 


Discussion 


These results 
confirm the obser- 
vations that the 
injection of hexa- 
methonium in 
hypertensive 
people tempor- 
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Fig. 2—Case 10: effect of intr h thoni 

(A) and during (B) treatment with reserpine. Hexamethonium 
injected at beginning of period IV. 


arily alters the renal hemodynamics and the exere- 
tion of water and electrolytes. Freis et aJ. (1953) 
did not observe alterations in the renal circulation when 
the injection of hexamethonium produced no fall in the 
blood-pressure ; but Mackinnon (1952), using penta- 
methonium, noted changes even when the blood-pressure 
did not fall. In the present series minor alterations in 
blood-pressure were sometimes accompanied by con- 
siderable alterations in the R.P.F. and G.F.R. Hexa- 
methonium causes peripheral vasodilatation with 
increased blood-flow to the extremities (Freis et al. 
1953); this may lead to the borrowing of blood from 
other parts of the body, including the kidneys, with 
a consequent reduction in blood-flow through these 
structures without any change in the systemic blood- 
pressure. 

Hexamethonium may either increase or decrease the 
R.V.R. at the height of its action, judged by the blood- 
pressure (Mills and Moyer 1953). Both responses were 
observed in this series. The result may depend on the 
ability and rapidity with which the renal circulation 
adjusts itself to sudden changes in blood-pressure. In 
patients in whom the renal blood-flow rapidly recovered 
while the blood-pressure was low the R.v.R. decreased 
below control values. When the R.B.F. recovered more 
slowly while the blood-pressure was rising, the R.V.R. 
was increased at the time of the peak action of the 
hexamethonium. In the two patients in whom the 


R.V.R. was decreased renal function was good, judged 
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by ordinary clinical tests. In all the patients with 
impaired renal function R.v.R. increased. The severity 
of the disease, as it affects the renal vasculature, may 
determine the type of response. 

Mills and Moyer (1953) suggested that the increase in 
R.V.R. may be explained on the basis of reflex vaso- 
constriction in response to the fall in blood-pressure, 
and that this is mediated via the sympathetic nervous 
system through incompletely blocked ganglia. On the 
other hand, the R.v.R. is expressed as the ratio of the 
M.B.P. to R.B.F., and the vasoconstriction inferred from 
this measurement may be the result of a shift of blood 
away from the renal circulation, together with a decrease 
in both the cardiac output (Werk6 et al. 1951, Freis et al. 
1953) and the blood-pressure, and consequent arteriolar 
constriction. 

The effect of reserpine may take days or weeks to 
become apparent. In this series 2 weeks’ treatment was 
allowed before the second test, and a decrease in the 
pulse-rate was taken to indicate that the reserpine 
was acting. Moyer (1954) found no effect on the G.F.R. 
and R.P.F. in eight hypertensives during treatment with 
oral reserpine for 3 or more months. In the five patients 
studied in this series the levels of G.F.R. and R.P.F. were 
similar before and after 2 weeks’ treatment with reserpine. 
The R.v.R. was slightly less during treatment with 
hexamethonium in four of these patients owing to a slight 
fall in the blood-pressure. The pattern of response to 
hexamethonium before and during treatment did not 
differ. Quantitative differences, however, were observed 
in some patients. Case 11 developed hypotensive symp- 
toms during the first examination, and the alterations 
in the renal circulation were more pronounced during 
this test than on the second occasion. On the afternoon 
after the first examination the patient became pyrexial 
owing to an infection in a submaxillary salivary gland 
from an impacted calculus. This could explain the 
differences observed. It was found also that the effect 
of equal doses of hexamethonium in the same patient 
varied at different times. Sometimes a test dose which 
had produced considerable changes in the blood-pressure 
caused only a slight effect during the investigation. 
Sometimes the opposite happened. Familiarity with the 
procedure and small differences in technique may have 
affected the state of the patients and could explain the 
variations found. These factors must be considered in 
interpreting the results. 

Parenteral hexamethonium decreases the rate of urine 
flow and the excretion of urinary sodium. Though the 
fall in G.F.R. may explain this in part, the fact that it 
persisted even when the G.F.R. was again rising suggests 
increased tubular reabsorption of water and sodium as 
another factor. The mechanism of this retention of sodium 
and water is unknown. Preliminary treatment with 
reserpine did not alter the pattern of response as regards 
the rate of urine flow and the excretion of sodium and 
potassium except in one case in which no obvious reason 
for the difference was apparent. 


Summary 


dn thirteen patients with hypertension the effects of 
intravenous hexamethonium on the renal circulation and 
on the excretion of water and electrolytes were studied, 
and in five of these patients examinations were repeated 
under treatment with reserpine. 

The effects of hexamethonium on-renal hemodynamics 
have been confirmed—namely, temporary decreases in 
glomerular filtration-rate and renal plasma flow, usually 
an increase in renal vascular resistance, and a decrease 
in the rate of urine flow and in urinary excretion of 
sodium. 

Preliminary treatment with reserpine did not affect 
the changes produced by intravenous hexamethonium 
on the renal circulation. 
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In most hypertensive patients the systemic blood- 
pressure is lowered by adequate therapy with hypo- 
tensive drugs, and in some of them there is clinical 
evidence of arrest or regression of vascular disease. 
The fall in blood-pressure must be accompanied by 
either a decrease in the total peripheral resistance or a 
fall in cardiac output, or both. Such a readjustment of 
the circulation may lead to inadequate blood-flow 
through the essential circulations of the kidney, heart, 
or brain. 

The present study was designed to measure any 
change in the renal hemodynamic pattern of patients 
with severe hypertension in whom a satisfactory clinical 
response to hypotensive therapy had been obtained. 
Che renal and vascular effects of continuous oral hypo- 
tensive therapy with reserpine (‘ Serpasil’) and the 
ganglion-blocking agent pentapyrrolidinium bitartrate 
‘Ansolysen’) are reported. Parenteral administration 
of another ganglion-blocking agent (hexamethonium 
bromide) causes a striking temporary alteration in the 
renal hemodynamic pattern, whict is unaltered by 
previously administered reserpine (Goldberg 1957). 


Material and Methods 

Of a larger series of patients receiving hypotensive 
therapy for severe sustained systemic hypertension, 
six were studied (four women and two men, aged 52-62). 
Case 7 had malignant hypertension; the remainder 
had severe hypertension, which was considered to be 
essential and which was associated with impairment of 
cardiac, renal, and retinal function in varying degrees 
in the different patients, none of whom was in cardiac 
failure at the time of study. In all the patients the 
systolic blood-pressure before treatment was at least 
210 mm. Hg, and the diastolic at least 110 mm. 

The patients were admitted to hospital for an initial 
period of rest, during which no specific hypotensive 
therapy was given, and were observed until their blood- 
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pressures became stable. Renal shniainl flows and 
glomerular filtration-rates were respectively measured 
by the p-aminohippurate and inulin methods, as pre- 
viously described (Goldberg 1957). The results reported 
are the averages of three periods each of about 15 minutes. 
Hematocrits were recorded, and the renal blood-flow, 
filtration fraction, and renal vascular resistance calculated. 
Cardiac outputs were determined by a dye-dilution 
method using ‘ T. 1824’ and a photo-electric ear densito- 
meter (Milnor et al. 1953). All measurements were made 
with the patients recumbent. 

Hypotensive therapy with reserpine and pentapyr- 
rolidinium was then started. When a satisfactory 
sustained therapeutic effect had been obtained, and an 
adequate maintenance dose of the drugs established, 
the above tests were repeated. The dose of pentapyr- 
rolidinium varied in different patients, and the second 
examination was made after periods of treatment vary- 
ing from 17 to 80 days; these were kept as short as 
possible, so that progressive deterioration of renal 
function, due to the disease itself, would be unlikely 
to affect the results. 

Results 


The results are shown in the accompanying table. © 

Blood-pressure and Pulse-rate.—The blood-pressure was 
lowered before and during the second study in all but 
one patient (case 18),in whom the pressure was temporarily 
raised to former levels at the actual time of the second 
study, although before it there had been good control. 
In all patients except one (ease 7) the pulse-rate was 
slower after treatment than before. 

Glomerular Filtration-rate (G.F.R.).—The average G.F.R. 
in the six patients was 70 ml. per minute before treat- 
ment and 64 ml. during treatment. There was no marked 
change in G.F.R. in any patient; in the five patients 
in whom the blood-pressure was reduced at the time of 
the second study the G.F.R. was slightly lower than 
before, and in the remaining patient (case 18) it was 
slightly higher. 

Renal Plasma Flow (R.P.¥.).—There was no significant 
change in R.P.F. in the six patients before and during 
treatment ; the average was 254 ml. per minute before 
treatment and 256 ml. during treatmént. 

Filtration Fraction (¥.F.).—The average F.¥. in the six 
patients was 0-279 before treatment and 0-255 during 
treatment. The slight decrease reflected the lower 
G.F.R. which usually occurred with treatment. 

Renal Vascular Resistance (R.V.R.).—In the six patients 
the R.y.R. averaged 0-400 before treatment and 0-309 


EFFECTS OF MAINTENANCE TREATMENT WITH PENTAPYR- 
ROLIDINIUM BITARTRATE AND ~-RESERPINE ON RENAL 
FUNCTION IN HYPERTENSIVE PATIENTS 


Case | Sex ass Period G.F.R. | RP.F. | 
61 A | 225/120! 83 329 | 0-252 0-254 
B. | 206/99 | 75 335 | 0-224 | 0-224 
15 A 257/129 64 290 =| 0-211 | 0-307 
B 155/81 | 59 303 | 0-195 | 0-109 
16 60 A 214/128 ~ 81 271 0-299 | 0-326 
| B | 163/111 73 275 | 0-266 | 0-276 
| 
17 |F | 52 A 210/137 94 234 | 0-401 | 0-364 
B /|171/117; 80 | 248 | 0-323 | 0-307 
7 \|F | 56 A 251/153 38 | 124 | 0-306 | 0-881 
B 205/117' 35 | 143 | 0-241 | 0-633 
18 |M | 56 A 210/110) 57 | 276 | 0-206 | 0-267 
B /|199/107, 64 230 0-278 0-364 
A, before treatment. 
B, after treatment. 
B.P., blood-pressure in averages for 


mm. Hg. The figures are 
numerous observations at the time of each study 
G.¥F.R., glomerular filtration-rate (ml. per min.) 

R.P.¥., repal plasma flow (ml. per 

F.F., filtration fraction. 

R.V.R., renal vascular resistance. 
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during treatment. The decrease was due to the fall of 
blood-pressure. 

Cardiac Output.—No uniform response as regards 
cardiac output was found in this small number of patients. 
Some showed an increase in cardiac output and others 
a decrease. 

Discussion 

The effects on renal function of a combination of 
drugs, the ganglion-blocking agent pentapyrrolidinium 
bitartrate and reserpine, commonly used in hypotensive 
therapy, have been studied. No marked alteration in the 
renal hemodynamic pattern was found with main- 
tenance oral therapy except a decrease of the R.v.R. Ford 
et al. (1953) observed the effects of maintenance therapy 
with oral hexamethonium in 13 hypertensive patients. 
In the recumbent position no marked alterations in the 
G.F.R. and k.P.F. were observed, although there was a 
significant fal) of the blood-pressure and a decreased 
k.v.R. In 7 of their patients the effects of ambulation 
were studied before and during treatment ; the postural 
reduction in G.F.R. and R.P.F. was somewhat greater 
during treatment than before. 

Oral reserpine was similarly found to produce no 
significant change in k.P.F. (Moyer 1954, Andre e and 
Smith 1955). In the present study the combination of 
reserpine with another ganglion-blocking agent, penta- 
pyrrolidinium, likewise did not alter the R.P.F., at least 
in the recumbent position. The findings during treat- 
ment were similar to those found during the recovery 
phase following the injection of hexamethonium, with 
or without the previous administration of reserpine 
(Goldberg 1957). The ‘renal circulation apparently 
adapts to the decrease in blood-pressure following 
maintained oral therapy with pentapyrrolidinium and 
reserpine, and maintains the renal blood-flow. 

In the five patients in whom the blood-pressure 
was lower during the second study the G.F.R. was then 
slightly less than before,:and the F.F. was reduced. 
During severe hypotensive episodes which can occur 
during treatment a more profound alteration in the renal 
hemodynamic pattern is possible, but probably tem- 
porary. Although the decrease in G.F.R. was consistent, 
it is unlikely to be materially significant in these patients, 
because no evidence of progressive reduction in renal 
function was found with continued treatment. Reduction 
in renal function, as judged by simple clinical tests, 
was exceptional in other patients who were treated with 
this combination of drugs and observed over long periods 
by one 6f us (L. MeD. 1954, unpublished). When renal 
function did progressively deteriorate, there was evidence 
of critically impaired function before the start of treat- 
ment. A small absolute decrease in the G.F.R. in these 
patients could represent a considerable proportional 
reduction and be sufficient to aggravate existing renal 
insufliciency. In this regard it was found that further 
deterioration tended to occur early in treatment, and 
was made manifest by a rising level of blood-urea 
(McDonald 1954 unpublished, Stover et al. 1956). If 
this form of therapy is stil) indicated in patients with 
critically impaired renal function, it is our practice 
repeatedly to determine the level of the blood-urea, 
particularly during the early stages of treatment. 

Hexamethonium given intravenously to hypertensive 
patients has been found to decrease cardiac output (Werké 
et al. 1951, Freis et al. 1953), to increase it in the presence 
of heart-failure (Freis et al. 1953), and to cause no 
significant change in cardiac output (Gilmore et al. 
1952). The present findings are inconclusive as regards 
the effect of oral pentapyrrolidinium and reserpine on 
cardiac output. The changes observed differed in 
individual patients and, in view of the error of the 


method, were of doubtful significance. 
During hypotensive therapy the possibility of inter- 
ference with essential circulations exists. 


It is concluded 
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that optimal lowering of blood-pressure, which is a 
criterion of successful hypotensive therapy, appears 
rarely to interfere significantly with renal function, an 
that simple clinical tests of renal function should detec 
such interference. No evidence was found, in this smal! 
series, of a diminution in renal blood-flow or of relative 
renal ischemia, which might mitigate the advantages 
of hypotensive therapy. 


Summary 


Renal plasma flow, glomerular filtration-rate, filtra- 
tion fraction, renal vascular resistance, and cardiac 
output were measured in six patients with severe hyper- 
tension, before and during treatment with oral penta 
pyrrolidinium bitartrate and reserpine. 

Little alteration in the renal hemodynamic pattern 
was observed, apart from a lowering of the renal vascular 
resistance. 

In patients in whom the blood-pressure fell, the 
glomerular filtration-rate and the filtration fraction 
were slightly reduced. ‘This is usually not of clinical 
significance, except in patients with critical impairment 
of renal function before treatment ; further deterioration 
may then occur during treatment. 

Of the simple clinical tests of renal function, the 
blood-urea level especially appears to be a good guide 
to the progress and management of such cases. 

It is a pleasure to thank Prof. Alan Kekwick, director 
of the Institute of Clinical Research, Middlesex Hospital, 
for encouragement and facilities for this work ; the clinical 
research committee of the Institute for a grant to one of us 
(L. MeD.); Dr. T. M. Chalmers for helpful comment ; and 
Dr. Evan Bedford, Dr. Walter Somerville, and Dr. Arthur 
Willcox for encouragement and allowing us to study patients 
under their care. 
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HYPERCALCAMIA IN ACUTE LEUKAMIA 


C. MawpsLEY R. L. Hotman 
M.B. Manc. M.B. Leeds 


CAPTAINS R.A.M.C., QUEEN ALEXANDRA MILITARY HOSPITAL, 
LONDON 


THE association of acute leukemia and hypercalcemia 
is rare and justifies record of the following case, in which 
many of the clinical features were attributable to the 
raised serum-calcium level. 


Case-report 

In March, 1956, a soldier, aged 20, serving in Kenya, fell 
from a lorry and struck the left side of his chest. For the next 
two weeks he had pain in the left lower chest, aggravated by 
movement and inspiration. At the end of March he lost his 
appetite. He was awakened on April 2 by epigastric pain and 
nausea, followed by repeated vomiting, which continued until 
admission to hospital in Nairobi two days later. 

On admission epigastric tenderness, a temperature of 
101°F, and injection of his conjunctive were the only abnorm:! 
physical signs found. Radiography of his chest showed callus 
formed round the 7th left rib posteriorly. Examination of 
his blood showed hemoglobin 80% (11-8 g. per 100 ml.), 
white cells 8000 per c.mm. (neutrophils 31°, lymphocytes 
59°54, monocytes 1°%, eosinophils and erythroecyt 
sedimentation rate 40 mm. in the first hour (Wintrobe). 
Mantoux test was positive 1/100. Widal agglutinations and 
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culture of the blood were Routine and micro- 
scopy of the urine showed no abnormality. 
Progress 

During the ensuing weeks the abdominal discomfort 
umproved but the anorexia and vomiting continued. The 
patient’s temperature was often raised (99-102°F) in the 
evenings, and on April 16 he complained of aching pains in 
both hips and both knees. 

On May 22 evidence of renal damage was found : the-blood- 
urea level was 80 mg. per 100 ml.; and the highest specific 
gravity of the urine was 1-012 ; and the urine oftesa contained 
red and white cells and hyaline and granular casts. Intra- 
venous pyelography did not outline the kidneys. Radiography 
showed rarefaction of the pelvic bones and femoral heads. The 
hemoglobin had decreased to 52% (7-7 g. per 100 ml.). The 
patient was given a blood-transfusion and flown home to 
hospital in England on May 26. 

Severe anorexia and vomiting, four or five times daily, 
continued ; he complained of thirst and was passing an 
abnormally large volume of urine. His obvious loss of weight, 
pallor, and injected conjunctive were the only abnormalities 
found on physical examination. No enlargement of lymph- 
nodes, liver, or spleen was detected. Eye changes were a 
feature throughout the illness: leashes of injected vessels 
ran from the cornea to the canthi ; near the limbus, along the 
course of these vessels, were several small yellowish plaques 
which did not stain with fluorescein, but otherwise the picture 
was similar to phlyctenular conjunctivitis. 

Further investigations showed Hb 62% (9-3 g. per 100 ml.) ; 
white cells 2500 per c.mm., (neutrophils 11%, lymphoctyes 
63%, monocytes 5%, myelocytes 1%, primitive cells of 
uncertain type 20%); platelets 45,000 per c.mm. An 
occasional normoblast was present. A similar blood picture 
was found on repeated examinations over a period of 
weeks. Bone-marrow was difficult to obtain, aspiration being 
attempted from several sites, but satisfactory smears were 
made which showed sheets of primitive cells of lymphoid type. 
Repeated examinations of the serum-proteins, including paper 
electrophoresis, showed no abnormality, nor was Bence-Jones 
protein ever demonstrated in the urine. The serum-calcium 
level was consistently raised on many estimations, bein, 
17-24 mg. per 100 ml. The levels of inorganic phosphate and 
alkaline phosphatase in the serum were always within normal 
limits. The blood-urea level was raised, being 57-74 mg. 
per 100 ml. The daily output of urine was about 3 litres, of 
sp. gr. 1-010. Albumin, cells, and casts were constant findings. 
The urinary excretion of calcium was 560 mg. daily and of 
phosphate 1-2 g. daily. Radiography showed widespread 
skeletal rarefaction, especially in the pelvis and femoral heads. 


Treatment 

On June 15 the hemoglobin had decreased to 36% (5:3 g. 
per 100 ml.), and the patient was started on a course of 
cortisone 300 mg. daily and given repeated blood-transfusions. 
During the next few weeks he improved steadily. His appetite 
recovered, vomiting ceased, and he gained weight and was 
able to get out of bed. The biochemical picture also changed. 
The serum-caleium was within normal limits on several occa- 
sions. The level of alkaline phosphatase in the serum rose to 
21 K.-A. units, and the excretion of calcium and phosphate, 
although still abundant, became much less. The hemoglobin 
increased to 13 g. per 100 ml., but the white cells were still 
only 1500-2000 per c.mm., and “ blasts ’’ were still present in 
the blood-film. Platelets remained constant at about 40,000 
pere.mm. There was no radiologically demonstrable change in 
the bones. 


Death 

Towards the end of July the patient began to vomit again 
and to complain of anorexia and headache. His hemoglobin, 
despite transfusions, decreased steadily, and the serum- 
caleium level was again high—15-16 mg. per 100 ml. On 
ug. 8 he developed widespread purpura, vomited blood, and, 
ufter three epileptic fits, became comatose and died. 
vecropsy Findings 

Fourteen hours after death there were numerous petechial 
| emorrhages in the skin and pericardium. 

Reticulo-endothelial system.—The bone-marrow of the 
s‘ernum, femora, vertebra, and ilium was replaced by red 
¢elatinous material interspersed with many yellow areas. 
Mieroscopically the marrow showed replacement of normal 
} emopoietic tissue by sheets of large immature round cells of 
tniform size with little cytoplasm and vesicular nuclei con- 
t.ining a nucleolus ; these cells corresponded to the lympho- 
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seen in marrow smears. in the para- 
aortic, mesenteric, and axillary groups were moderately 
enlarged, up to 2 cm. in diameter, and their cut surfaces 
appeared uniformly pink ; microscopically the normal archi- 
tecture was lost, with an increase of large lymphoblasts. 
Subcapsular and medullary sinuses were dilated and contained 
many large macrophages. The spleen (440 g.) had a normal 
cut surface and microscopical architecture but contained 
much iron pigment. The liver (2060 g.) had a normal cut 
surface, and microscopically showed infiltration of large 
lymphocytes in the portal tracts. 

Urogenital system.—The kidneys (right 200 g., left 220 g.) 
showed pale cut surfaces with a narrow cortex ; wedge-shaped 
nodules of infiltration involved both cortex and medulla. 
Microscopically the nodules consisted of large uniform round 
cells similar to those seen in the marrow ; there were numerous 
deposits of calcium in the cortex and medulla, but the 
glomeruli showed little change. 

Endocrine system.—The parathyroid glands were of normal 
size and structure. 

The brain showed focal cortical hemorrhages, especially in 
the frontal and temporal cerebral lobes. 


Discussion 

This case of acute lymphoblastic leukemia of the 
‘‘aleukzemic type presented unusual features. Rare- 
faction of bones and severe hypercalczmia, accompanied 
by anorexia, abdominal pain, and vomiting, with poly- 
dipsia and polyuria, may occur in hyperparathyroidism 
(Snapper 1952). Sarcoidosis too may present with similar 
clinical features and a high serum-calcium level (Dent 
et al. 1953, McSwiney and Mills 1956). Myers (1956), 
reviewing 61 cases with hypercalcemia, noted 1 case of 
acute leukemia with a serum-calcium level of 11-8 mg. 
per 100 ml., and in a case of lymphosarcoma he found a 
serum-calcium level of 20-4 mg. per 100 ml. We have 
found no other record of hypercalcemia in leuksemia nor 
any description of leukemia presenting a clinical picture 
like that in the present case. 

Leukemia has long been known to cause bony abnor- 
malities. Erb (1934) described rarefaction as one of the 
changes in the bones of children with acute leuksemia. 
Kalayjian et al. (1946) reviewed 144 cases of leukemia 
with radiological evidence of bone involvement and found 
that 96% were of lymphoid type. In a recent survey 
Griffiths (1955) has emphasised the association of bone 
changes with the ‘‘ aleukszemic ’’ forms of acute leukemia 
in children. 

Hypercalcemia, usually of moderate degree, may occur 
in any case of neoplastic invasion of bone—e.g., by meta- 
static carcinoma and by myeloma. Absence of new bone 
formation and the consequent normal level of alkaline 
phosphatase in the serum are features of myelomatous 
invasion (Snapper 1952). 

In the absence of any detectable change in the serum- 
proteins we considered two possible explanations of the 
high blood-calcium level and rarefaction of the bones in 
the present case: hyperparathyroidism and invasion of 
bone by leukemic tissue. The remote possibility of a 
coincidental primary hyperparathyroidism was con- 
sidered, but the alkaline-phosphatase level was normal 
and at necropsy the parathyroid glands were normal. 
There was considerable damage to the kidneys in the 
present case from leukemic infiltration of the kidneys 
and, later, presumably from nephrocalcinosis. Para- 
thyroid overactivity secondary to renal failure may 
give rise to hypercalcemia, but in the present case the 
normal alkaline-phosphatase level and the lowered serum- 
calcium level after treatment with cortisone are points 
against this explanation. 

We suggest that the likely cause of the hypercalcemia 
was continued and widespread leukzmic invasion of 
bones. Temporary remissions of acute lymphoblastic 
leukemia after cortisone therapy are known (Wilkinson 
1953). Such a remission took place in the present case 
and was reflected by a fall in the serum-calcium level 
and a rise-in the serum-alkaline-phosphatase level, 
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presumably owing to cessation of bone destruction with 
some attempt at new bone formation. A similar sequence 
of events occurred in a case of lymphosarcoma treated 
with nitrogen mustard and cortisone (Myers 1956) and 
in cases of sarcoidosis treated with cortisone (Dent et al. 
1953). Some regression in the bony changes, shown radio- 
logically, was noted by Dresner (1950) after the treatment 
of cases of acute leukemia with aminopterin. 

The chronic symptomless conjunctivitis was an 
interesting feature for which we can offer no satisfactory 
explanation, post-mortem section of the eyes not being 
permitted. Leuksmic deposits in the conjunctive have 
been described (Wintrobe and Mitchell 1940), but the 
descriptions do not seem to fit the changes in the present 
Cases. 

Summary 

In a case of acute lymphoblastic leukemia, hyper- 
caleemia was probably due to invasion of bones by 
leukemic tissue. 

We are grateful to Lieut. -Colonel J. A. G. Carmichael, 
R.A.M.C., physician in charge of the patient, and Lieut.- 
Colonel Pp. DL. Stewart, R.a.M.c., for advice, and the technical 
staff of Eastern Command laboratory for help with the 
investigations. 
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Preliminary Communication 


ALLOXAN AS A POSSIBLE THERAPEUTIC 
AGENT FOR PRIMARY CARCINOMA OF 
THE LIVER 


With illustrations on plate 


Tue relationship of endocrine action to the genesis 
and therapy of advanced cancer has received considerable 
attention in recent years, and especially during the past 
year? This approach may yet prove of value in 
elucidating host-tumour relations and tumorigenesis. 

In the experimental field there is evidence that the 
production of alloxan diabetes in rats almost entirely 
prevents the induction of hepatomas by feeding azo- 
dyes,? and inhibits tumour growth or reduces the 
mortality-rate in rats receiving implants of carcinoma 
(but not sarcoma). More recently Ingle ® has reported 
that diabetes induced in rats by partial pancreatectomy 
suppressed tumour growth. 

Hepatocellular carcinoma in man is invariably fatal, 
usually 4-6 weeks after clinical diagnosis. No form of 
therapy has hitherto been found to be of any value, 
even in prolonging life. 

Bearing all these experimental and clinical data in 
mind, and despite the fact that alloxan had not, to our 
knowledge, previously been given to man, we considered 
it worth while to study the effects of alloxan on patients 
with primary hepatic carcinoma. Diabetes, if induced, 
would be controllable with insulin. 


CLINICAL TRIAL 


The preliminary results in three hopelessly advanced 
cases (for example, sce fig. 1), and one with a slowly 
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Fig. |—Case 2 immediately after gapeenannaie, showing bulging 
nodular liver. 


growing tumour, studied over the past year, are reported 
here. The diagnosis of primary hepatic carcinoma was 
proved in all four cases by needle biopsy of the liver. 

Alloxan 70-150 mg. per kg. body-weight was adminis- 
tered intravenously, over a period not exceeding one 
minute, as a fresh 20% solution of alloxan monohydrate 
in distilled water. These doses are known to be diabeto- 
genic for most animals. There was no significant untoward 
reaction to any of the seven injections given to our 
patients. 

Cases 1 and 2, African males aged 48 and 40, with 
typical, rapidly growing, and metastasising cancers, each 
received two injections of alloxan (case 1 at 16-day and 
case 2 at 58-day mtervals), and lived for 18 and 103 
days, respectively, after the first injection. Case 3, an 
African male aged 56, was moribund before receiving a 
single alloxan injection. He died within a few days, 
no post-mortem being obtained; death could not be 
attributed to the treatment. Case 4, an African female 
aged 28, with a slowly growing cholangiocellular carein- 
oma, has had two injections of alloxan and is still in 
hospital with no deterioration in her clinical condition. 

After the first alloxan injection case 1 experienced 
dramatic cessation of pain, which did not return. In 
cases 1, 2, and 4 the liver became slightly but measurably 
smaller. The fasting blood-sugar levels in cases 1 and 2, 
initially rather low, showed slight transient rises after 
alloxan but always remained well within normal limits. 
Glucose-tolerance tests, before and after alloxanisation 
in these cases, showed no significant changes. Case 4 
had normal resting blood-sugar levels at all times, but 
her glucose-tolerance tests, before and after alloxan, 
showed lag storage, which seemed slightly greater on the 
latter occasion. Assessment of therapy in this case will 
be difficult because of the longer history and the quite 
different type of cancer. 

Histological study of necropsy material, obtained from 
cases | and 2 only, revealed extensive necrosis of primary 
and secondary tumours. Unusually marked sclerosis was 
present both in the primary and in all secondary tumours 
in case 2 (figs. 2 and 3). Since necrosis of hepatic carcin- 
omas often develops spontaneously,* this may not be 
significant. However, the extent of the necrosis, and, 
especially of the tumour sclerosis in case 2, may merit 
special emphasis. Also of interest was the absence of 
any histological evidence of damage to either pancreatic 
islets or kidneys in the one case studied. 


CONCLUSIONS 


We consider the following findings to be of some 
interest and perhaps attributable to the treatment : 
(1) the cessation of pain in case 1; (2) the reduction in 
size of the liver in cases 1, 2, and 4; (3) the extensive 
sclerosis in both primary and secondary tumours, 
especially in case 2; particularly (4) the unusually long 
survival of case 2 (with a rapidly growing hepatocellular 
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careinoma) for more than 5 months after the onset of 
symptoms (Berman * found that ‘“‘. .. the duration [of 
primary carcinoma of the liver] was never more than 4 
months from the first appearance of symptoms’’); and 
(5) the absence of hyperglycemia and glycosuria after 
alloxanisation—noteworthy especially because decreased 
glycosuria has been reported in human diabetics devel- 
oping certain tumours’? and in diabetic rats bearing 
tumour transplants.6 Moreover, alloxanised rats 
bearing tumours have lower blood-sugar levels than 
alloxanised tumour-free controls. 

In the light of these findings we consider that the 
alloxan therapy may have had some effects in two of 
the cases, and may perhaps have prolonged the life 
of case 2. 

The primary object of this note is to arouse interest 
in the possibility of treating with alloxan primary 
carcinoma of the liver, and possibly advanced carcinomas 
arising in other sites. Our findings provide some basis 
for recommending further and more extensive investiga- 
tion of the significance and interactions of alloxan 
injections on cancers, as well as of the abnormal carbo- 
hydrate metabolism occurring spontaneously in associa- 
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tion with cancers.* However, at the present time, we do 
not feel justified in making any special claims for this 
form of treatment. 

Since the above was written, three further cases of 
primary carcinoma of the liver have been given | injection 
each of alloxan (100 mg. per kg. body-weight). On the day 
following his injection, the third patient developed total 
anuria las ing 4 days, confirming the potentially neph- 
rotoxic ac.ion of alloxan already described in animals. 

Our thanks are due to Dr. S. Disler, hospital superintendent, 
for permission to publish our findings ; to Dr. R. Pooler and 
Dr. F. J. Davidson for clinical material ; to Prof. I. Gordon 
and Dr. J. Wainwright for necropsy findings; to Dr. M. W. 
Susser, Dr. Z. A. Stein, and Dr. L. 8. Lange for clinical assis- 
tance ; and to Prof. J. Maisin for encouraging us to make this 
preliminary report. 

THEODORE GILLMAN 
M.B., M.Sc. Witw’srand. 
MICHAEL HATHORN 
M.B., B.Sc. (Eng) 
Witw’srand. 

N. McE. Lamont 
M.D. Glasg., F.R.F.P.S. 
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New Inventions 


ST. JOHN’S HOSPITAL SYRINGE CARRIER 

A CENTRAL syringe-sterilising service is essential to all 
hospitals but it involves much time-consuming labour 
in the wrapping of individual syringe pistons, barrels, and 
needles. The materials involved—polyethylene, glass, 
metal, and specially tailored cotton containers—are all 
expensive. 

The container illustrated here has been designed to 
solve these problems so far as the anesthetist is concerned. 
It consists of a box measuring 7'/, x 5 x 7'/, in. and 
containing a frame holder designed to take 14 assorted 
syringes and 15 needles. By manipulation of the central 
bars the contents can be varied to suit an individual 
operating-list, and combinations of syringes varying from 
2 ml. to 20 ml. in capacity can be arranged for sterilising 
to suit individual requirements. 

All parts of this carrier are easily removable for clean- 
ing. It can be used in an autoclave or in a hot-air oven. 
Its construction of heavy-gauge copper enables it to with- 


stand heavy wear. Cultures placed inside an assembled 
syringe in the centre of the box and surrounded by a full 
complement of syringes have been rendered sterile in 
experimental tests. 


This instrument is made by Messrs. W. H. Bailey & Son 
Ltd., London, 8.W.1. . 
L. H. LERMAN 


St. John’s Hospital, Lewisham M.R.C.S., D.A. 


A THREE-WAY TAP FOR EXCHANGE 
TRANSFUSION 


THE design of the tap, which is made of glass, is 
apparent from the accompanying figure. A syringe is 
fitted to A by means of a short piece of rubber tubing ; 
by turning the tap, A 
can be brought into B S} 
connection with either | 
B, C, or D. Bis ground 
to take a Luer-fitting 
cannula, by which a 
length of polyethylene 
tubing connects with 
the patient’s vein. 
C connects with the 


supply of donor blood 
(and, if required, to a 
supply of saline solu- 
tion with heparin, 
through a separate 
two-way tap). A long 
rubber tube leads 
D, through which aspi- 
rated blood is rejected. Pe 

The two parts of the tap are dry-sterilised separately 
and assembled after the surface of the tap has been 
lightly smeared with sterile lubricant—e.g., soft paraffin. 

The advantages of this glass tap over metal taps with 
a similar purpose are lightness and ease of cleaning and 
of sterilisation. It has been thoroughly tested in use over 
the past five years. 

The tap is made by Camlab Glass Ltd., 50a, Burleizh 
Street, Cambridge. 


DovuGLas GAIRDNER 


Cambridge Maternity Hospital p.m. Oxfd, ¥r.2.C.P. 
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Reviews 


Diseases of the Breast 


C. D. HAAGENSEN, M.D., ‘professor of clinical surgery, 
College of Physicians and Surgeons, Colombia University. 
Philadelphia and London: W. B. Saunders. 1956. 
Pp. 751. 112s. 

Tuis is the most important book on diseases of the 
breast which has appeared for many years. Dr. Haagensen 
is well known for his contributions to our knowledge of 
the breast, and he has now distilled the wisdom from 
twenty-five years’ concentration on the subject. His 
data are the records, large in volume and perhaps unique 
in the detail with which they have been investigated, 
of the Colombia Presbyterian Center in New York over 
the past forty years. Dr. Purdy Stout has been the 
pathologist chiefly associated with Dr. Haagensen, and 
his influence is as clear in the text as in the beautiful 
photomicrographs. 

Dr. Haagensen's chapters on the complex which used to 
be called chronic mastitis are interesting and thought- 
provoking, though not perhaps entirely in line with British 
thinking so far as epithelial proliferation is concerned. His 
chapter on mammary-duct ectasia is masterly, as one might 
expect from the man chiefly responsible for distinguishing 
this entity from chronic mastitis. More than half the book 
is devoted to carcinoma. The chapter on the choice of 
treatment contains a description of a method of trephine 
biopsy of lumbar vertebre and its results, and it also discusses 
very fully the well-known criteria of operability of Haagensen 
and Stout. The sections on radiotherapy and hormone 
treatment are, as one might expect from a surgeon, shorter 
than)the chapter on surgical treatment, in which Haagensen 
describes in detail the careful radical mastectomy on which 
he relies for the early case. 


This work is a personal statement by a man who has 
read widely and thought deeply and objectively about 
breast disease, and who is humble enough to include a 
section on personal diagnostic errors. The book is walt 
illustrated. It will command attention from all who are 
interested in its subject. 


Human Perspiration 


American Lecture Series: Yas Kuno, M.D., member 
of Japan Academy. Springfield, Ill. : Charles C. Thomas. 
Oxford: Blackwell Scientific Publications. 1956. 


Pp. 416, 72s. 

Ir is some twenty years since the author first sum- 
marised contemporary knowledge of the physiology of 
perspiration. In the present volume he presents the 
results of his lifelong study of the subject, making 
available data from much hitherto unpublished research 
carried out in his own laboratory. The book will be read 
by physiologists, and its lessons should be assimilated 
by the thougatful dermatologist and tropical practitioner ; 
but it contains a wealth of information to interest the 
pediatrician and the student of electrolyte metabolism, 
as well as the neurologist and the surgeon concerned 
with the autonomic nervous system. Above all, it 
provides the pleasure of following with the author the 
evolution of knowledge in a field that he has made 
peculiarly his own. This is an exhilarating book. 


Schizophrenia 1677 
A Psychiatric Study of an Illustrated Autobiographical 
Record of Demoniacal Possession. IpA MACALPINE, M.D., 
and Ricuarp A. HUNTER, M.D., M.R.C.P., D.P.M. London: 
William Dawson. 1956. Pp. 197. £6 10s. 


Trus beautifully produced volume gives a full account 
of the mental illness of an Austrian artist, Christoph 
Haizmann, in the year 1677. 


Haizmann thought that he had made a pact with the Devil, 
and his illness broke out at the time when his agreement to sell 
himself to the Devil was due to take effect. His mental 
distress was relieved by exorcism and by what he and the 
priests who succoured him held to be the intervention of the 
Blessed Virgin. He then joined a religious order, and although 


tempted by apparitions of fiends managed to live fairly 
peacefully for another twenty-three years. 


REVIEWS OF BOOKS 


(saw. 12, 1957 


Sietenen left pictures of the Devil in the guises, all pro- 
gressively more diabolic, in which he appeared to him on nine 
occasions, also of the miraculous worsting of the fiend by 
the Virgin. These are reproduced in colour, and the original 
manuscript of Haizmann is given in photolithography. 

The body of the book is taken up by a full account of the 
painter's illness, and a discussion of this in relation to the 
development of Freutl’s theories regarding paranoia. The 
authors’ previous examination of psycho-analytic thought, as 
exemplified in Freud’s writings on the Schreber case, is here 
expanded. 


Head Injuries and Their Management 
Francis AsBuRY ECHLIN, M.D., C.M., M.SC., MED. SC.D., 
F.A.C.S., professor of clinical neurosurgery, New York 
University— Postgraduate Medical School. Philadelphia : 
J. B. Lippincott. London: Pitman Medical Publishing 
Co. 1956. Pp. 127. 24s. 


TuHIs is a sound and practical account for general 
surgeons of the handling of head injuries. The dangers 
of transporting unconscious patients in the supine 
position are, however, not emphasised ; and the section 
on reablement and post-traumatic epilepsy are dis- 
appointing in comparison with the excellence of the 
chapters on the acute stage. 


British Surgical Practice: Surgical Progress 1956 
(London: Butterworth. 1956. Pp, 396. 47s. 6d.).—The 
latest volume of this work, edited by Sir Ernest Rock Carling 
and Sir James Paterson Koss, follows the course of its pre- 
decessors. Of the 11 original articles, all of them excellent, 
those by W. J. Sharrard on poliomyelitis, by D. H. Patey 
and A. C. Thackray on parotitis, and by F. W. Holdsworth 
on traumatic paraplegia seemed especially good. There are 
five critical surveys, Hamilton Stewart’s beautifully illustrated 
contribution on partial nephrectomy being outstanding. The 
abstracts contain summaries of 150 important surgical papers, 
published mostly in 1955 and early 1956. The * noter-up 
(an ugly title for a valuable section) keys the new information 
to the parent volumes. This is a useful book. 


Diagnostic Procedures for Virus and Rickettsial 
Diseases (2nd ed. New York: American Public Health 
Association. 1956. Pp. 578. $7.50).—Since the first edition 
of this book, edited by Prof. Thomas Francis and Dr. Joseph E. 
Smadel, appeared in 1948 there have been important advances 
in the techniques of investigating viruses. The second edition 
thus appears very different from the first and includes a great 
deal of new information on tissue-culture techniques. For 
anyone who is starting to do work with viruses and who 
would like authoritative information on how to handle 
them this is a most valuable book. The treatment is very 
uneven, however, and there are some anomalies. It is 
surprising that measles is dealt with in half a page, while 
inclusion blennorrhceea has eight pages. The new adeno- 
viruses are considered under primary atypical pneumonia ; 
this is a doubly unfortunate chapter since it gives very little 
prominence to other diseases caused by adenoviruses, and it 
does not mention the recent work of Liu, Eaton, and Heyl 
on the virus which they recovered from cases. of primary 
atypical pneumonia accompanied by an increase in cold 
hemagglutinins. Finally, it is odd to see great stress laid on 
the hemagglutination test in the diagnosis of dengue, while 
this valuable test is sadly neglected in the chapters dealing 
with other viruses of the same group—i.e., yellow fever and 
encephalitis viruses. Nevertheless this book is likely to be in 
frequent use in many bacteriological laboratories. 


The Dental Treatment of Maxillo-Facial Injuries 
(2nd ed. Oxford: Blackwell Scientific Publications. 1956. 
Pp. 372. 47s. 6d.).—When first published, this book brought 
together in a small space most of the current knowledge on 
its subject. The second edition, edited by Sir William 
Kelsey Fry and Mr. Terence Ward, is basically the same book 
with the addition of a chapter on the use of antibiotics and 
a section on the use of alveolar wires. Many of the elisions 
and errors of the first edition remain uncorrected, and there 
is little reference to the vast increase in knowledge in the past 
fourteen years ; but the book is well laid out, and the chapters 
on the general care of the patient, and particularly on feeding 
and on the use of antibiotics, are excellent. 
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@Restoring the normal rhythm 


*“MENSTROGEN "’ provides 

the safe, simple, effective oral 
treatment of amenorrhoea. To 
establish cyclic menstruation, 
treatment should be repeated 
every four weeks for a few 
months. Failure of the treatment 
necessitates further investigation 
of the cause of the amenor- 
rhoea (e.g. Pregnancy). Available 
in tablet and ampoule form. 


—Menstruation can be expected. 


ORGANON ©) LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone : TEMple Bar 6785-6-7 & 0251-2 Telegrams: Menformon, Rand, London 


OINTMENT 
CAPSULES 
LIQUID 


ECZEMA 
VARICOSE- ULCERS 
FURUNCULOSIS 


It has been shown beyond question by large scale serum- 
lipids studies that a good proportion of patients suffering 
from intractable skin conditions have a deficiency of the 
essential fatty acids. It is not possible to carry out these 
studies in everyday practice, but any patient with eczema 
or furunculosis who fails to respond to symptomatic 
treatment should most certainly be tried with essential 
fatty acids “‘ F99.” A high proportion of these patients 
will be found to respond. 

In gravitational ulcers, where the skin is “under- 
nourished,” the application of additional essential fatty 
acids rarely fails to heal the wound. 


Diagnosis: Obstinate 
eczema of the face. 
Photograph taken before 
treatment with F99"- 


Photograph taken after 
18 weeks’ treatment with 
one capsule and 
one application of **F99"" 
ointment daily. 


Literature on request 


INTERNATIONAL LABORATORIES LTD. Depr. LT31, 205, HOOK ROAD, CHESSINGTON, SURREY 
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BRR-r-r-r 


CHILBLAIN TIME AGAIN 
ty Swelling the regular *queue for 
OSTOCALCIUM 


the calcium containing vitamin D 


to ensure effective assimilation. 


* Expectant and nursing mothers : 
victims of allergic diseases, migraine ; 


Ne and sufferers from general debility. 


OSTOCALCIUM 


Trade mark 
in bottles of 50; 100; 1,000 tablets 


And when extra Vitamin A is desirable 


ADEXOCAL (calcium + A and D) 


supplies the reinforcement. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 


36 


! 
| 
f 4 
| 
| 
| 
| 
= 


THE LANCET] 


THE LANCET 


LONDON: SATURDAY, JAN. 12, 1957 


The Support of Medical Research 


An international symposium on the support of 
medical research met in London two years ago? 
under the chairmanship of Sir HaroLp Himswortn, 
and a report,? now published, represents the outcome 
of their deliberations. Few will disagree with the 
opinions and advice set out therein ; but agreed aims 
on the final common purpose of medical research 
are hard to translate into action when they involve 
nations so far apart on the economic scale as Yugo- 
slavia and the United States. In this respect the 
report is curiously detached: the meeting seems to 
*have recorded no dissenting voices. It will be noted, 
however, that many of the ideas expressed at the 
symposium were previously embodied in the white- 
paper on clinical research in the National Health 
Service *; and the 81 articles to which the conference 
agreed suggest that the organisation of the Medical 
Research Council was accepted as a pattern. Certainly, 
the aims and purposes these articles embody are 
closely related to our own situation. 

In Britain the State has become the great patron 
of research through, on the one hand, the University 
Grants Committee and the universities and, on the 
other, the Privy Council and the research councils. 
For the tremendous work done by the M.R.C. there 
can be little but admiration. It finances projects 
beyond the purse of the university; it seeks out 
promising men for research careers ; it supports and 
develops good research wherever it is perceived ; 
and it undertakes large international responsibilities, 
such as keeping track of the influenza virus, in the 
National Institute for Medical Research at Mill 
- Hill. Before we pass it on for export and emulation, 
however, we should consider a question that is often 
asked and is hard to answer with certainty: does 
a large central institute, remote from medical schools 
and hospitals, drain away too much research and 
teaching talent from the universities? Perhaps 
the conference had qualms about this, for the report 
makes much of the traditional place of the universities 
in the expansion of knowledge; and it emphasises 
the importance to the investigator of teaching and 
other university contacts which often miraculously 
clarify his mind. Thus it is considered vital that 
the investigators should continue to teach and inspire 
the young, and that research organised by a central 
body should be closely integrated with university 
work. 

The central body or research council has a heavy 
responsibility—for initiating research and for choosing 
and sometimes even discarding investigators. (The 
minds of those who must make early choice of promis- 
ing investigators can never be free from anxiety 


1. See Lane: t, 1954, ii, 864. 

2. The Support of Medical Research: A Symposium Organised 
by the Council for International Organisations of Medical 
Sciences. Edited by Sir HAROLD HIMSWORTH, F.R.C.P., F.R.8., 
and J. F. DELAFRESNAYE, M.R.C.P. Oxford: Blackwell 
Scientific Publications. 1956. Pp. 170. 17s. 6d. 

3. See Laneet, 1953, ii, 123. 
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about the human difficulties that may arise when 
a research-worker of, say, five years’ standing has to 
seek ordinary professional work.) Since the members 
of the M.R.C. can hardly be expected to have super- 
natural powers of judgment, occasional errors are 
possible at all their levels of function; and it is 
therefore essential that the universities, with the 
help of patrons and private benefactors, should also 
be in a position to reach an independent evaluation 
of research, supporting it if necessary out of local 
endowment funds. There are indeed risks in too 
much government aid for medical research—for 
example, it could degenerate into applied research 
for the Services, or it could be subject to political 
control and interference. Though the M.R.C. and 
the profession are very much on their guard against 
such abuses in this country, others may be less 
favourably placed. Moreover, as Sir Eric Asupy 4 
has explained, the patronage of private wealth is 
still important in maintaining academic freedom. In 
these days the private patrons are often big business 
firms, and the help which some of these have given, 
both at home and abroad, has been as enlightened 
as it is generous. ASHBY pointed out, too, that the 
universities are not always staffed by research 
geniuses in every department : first-rate administra- 
tors, enthusiastic teachers, and good reviewers and 
organisers are all needed.- Because it is in a position 
to make far wider use of talent of all kinds, a university 
can maintain a flexibility denied to a body concerned 
only with research. When the head of a department 
has research talent, the university should be able to 
provide on his staff the administrative and teaching 
assistance needed to keep the balance, and vice versa. 
The report of the symposium recognises fully that 
the universities provide the intellectual climate best 
suited for research development and that it is with 
their work that the activities of the central research 
body should be most closely integrated. 

If the universities accept this policy, some further 
hard spade-work, at both the preclinical and clinical 
levels, will lie ahead before all the fruits can be 
harvested. The symposium noted with regret the 
falling recruitment of medically qualified men and 
women to the preclinical sciences, but it did not 
mention the gross differences in salary which are largely 
responsible—and which must be corrected before 
the situation can really improve. If Northern Ireland 
can give its preclinical teachers distinction awards, 
it should not be impossible to ensure corresponding 
recognition of merit on this side of the Irish Sea. 
At the clinical end of medicine there are also obstacles 
still to be overcome. While the university clinical 
unit is strongly established in the Scottish schools 
and is expanding into almost all the provincial medical 
schools, the University of London has recently lost a 
professorial unit, and six of its twelve undergraduate 
schools have never had one. Whatever the merits 
and demerits of such units as a means of teaching, 
they have certainly become the focusing points for 
the development of clinical research. . It is unfor- 
tunately obvious that the existing London units cannot 
absorb all the gifted and energetic young men seeking 
facilities for investigation. Without more academic 
bridgeheads into the clinical field the best-laid plans 
for research can come to nothing. The M.R.C. lacks 


4. Ashby, E. Listener, 1955, 53, 421, 455, 513. 
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the powers to create these bridgeheads, and the task 
has to be faced by the university, where it is capable of 
taking the initiative. If the universities wish to accept 
the proffered support for clinical research, they 
must make their own contribution in improving 
the organisation of university medicine. The need 
is urgent, since already a generation of young and 
promising workers in medicine are beginning to feel 
that their training and talents are not appreciated. 
Their enthusiasm can wither into cynicism, and 
we are in danger of either wasting their genius or 
allowing it to trickle away overseas. 

Some non-teaching hospitals with whole-time staff 
are now winning a higher reputation for research 
and quality of service (which go hand in hand) 
than the older teaching centres. Such competition is 
healthy, but some teaching hospitals lock as though 
they are failing to rise to the challenge. Unless they 
can read the writing on the wall, they will face slow 
decay. The teaching centres, in particular, while 
avoiding self-satisfaction, must accept the tasks of 
leadership with all the support which can be theirs 
for the asking. If the recommendations of this report 
are accepted as a policy to be pursued by the M.R.C., 
our universities must make equal efforts to ensure 
that the plan will work. 


Hypotensive Drugs and Renal Function 


In the armoury of modern therapeutic weapons 
there are few with so wide a popularity as the drugs 
which reduce blood-pressure ; and there can surely 
be no other treatment in which the target is so blurred, 
the aim so erratic, and the motive power so uncertain. 
How many patients receive homu-opathic doses which 
have negligible effect on the blood-pressure? How 
many whose blood-pressure is effectively reduced have 
on that account a longer expectation of life, a greater 
freedom from complications, or even a relative relief 
from incapacitating symptoms? In how many do 
sudden or serious accidents follow lowering of the 
blood-pressure ? On what criteria are we to select 
patients for treatment and what are the contra- 
indications ? Nearly ten years after the introduction 
of the hypotensive drugs, there are, for the large 
majority of patients treated, still no clear answers. 

In this issue we publish three articles from two 
groups of investigators who have been studying 
the effect of hypotensive drugs on renal function. 
Many patients with high blood-pressure are suffering 
from primary renal disease or from essential hyper- 
tension with renal involvement—so-called malignant 
hypertension. Since the prognosis is serious, there is a 
natural inclination to try any treatment that might 
help ; so it is important to know whether renal function 
can really be improved by lowering the blood-pressure, 
or whether there is, in fact, a danger of impairing it 
further. High blood-pressure may worsen the prog- 
nosis in renal disease in a variety of ways: it may 
produce heart-failure, which in turn depresses renal 
function ; it may give rise to cerebral complications, 
such as hemorrhage or thrombosis, or more rarely to 
reversible attacks of hypertensive encephalopathy ; 
it may lead to impairment of vision due to retinal 
hemorrhages; or, more seriously, the malignant 


form of hypertension with papilloeedema may ensue. 
All these complications are commoner in renal than 
in essential hypertension. 


Apart from extrarenal 


have shown in animals, that hypertension of sufficient 
degree produces renal vascular damage which may 
seriously affect prognosis. There are thus ample 
reasons for attempting to lower the blood-pressure in 
patients with hypertension of renal origin. But it is 
important to know whether it is safe to do so in the 
presence of impaired renal function, whether renal 
failure may be precipitated, and, on the positive side, 
whether the natural course of the disease may be 
prolonged by protecting the kidney from hyp-rtensive 
vascular damage. 

Occasionally idiosyncrasy to ganglion-blocking 
agents or excessive dosage may cause severe hypo- 
tension. As in circulatory shock, anuria may result * 
and it is then an urgent matter to raise the blood- 
pressure—for example, by methedrine or adrenaline 
injections. Apart from this mishap, which is usually 
avoidable, the healthy kidney possesses an effective 
mechanism for maintaining its circulation in the face 
of wide variations in systemic blood-pressure. A 
temporary reduction in glomerular filtration-rate 
(G.F.R.) and renal plasma flow (R.P.F.) and an increase 
in renal vascular resistance (R.V.R.) usually follow the 
administration of ganglion-blocking drugs, and may 
be observed even when the blood-pressure does not 
change.® Dr. GOLDBERG reports on p. 74 that the effect 
of hexamethonium on R.v.R. depends on the initial 
state of renal function, impaired function being asso- 
ciated with increased R.v.R. Moyer ® found that in 
hypertensive patients reserpine did not affect G.F.R. 
and R.P.F. GOLDBERG adds that preliminary treatment 
with reserpine does not alter the effects of hexa- 
methonium on renal circulation. Apresoline differs 
from the other hypotensive drugs in producing an 
increase in renal blood-flow.® These observations on 
the “acute ” effects of the hypotensive drugs do not 
seem to be of much immediate value in predicting the 
results of treatment, particularly if renal function is 
impaired. Apresoline should be the drug of choice, 
since an increase in R.P.F. might be expected to improve | 
kidney function. Unfortunately it has proved dis- 
appointing in the treatment of patients with renal 
hypertension. On another page Dr. McDona.p and 
Dr. GOLDBERG report that, in essential hypertension, 
maintenance therapy with oral pentapyrolidinium 
bitartrate (‘ Ansolysen’) and reserpine produces no 
diminution in renal blood-flow or other evidence of 
renal ischemia , and they conclude that in patients 
with initial renal impairment simple clinical tests of 
renal function, especially the blood-urea level, are an 
adequate guide to progress. 

Dr. ABRAHAMS and Professor WILSON describe the 
effects of ganglion-blocking agents, with or without 
reserpine, in patients with varying degrees of renal 
impairment due to primary renal disease or malignant 
hypertension. Repeated measurements of blood-urea, 
urinary urea concentration, and creatinine clearance 
were made during short treatment for two to four 
weeks and during maintenance therapy continued for 
up to two years. Satisfactory reduction of blood- 

1. Wilson, C., Byrom, F. B. Lancet, 1939, i, 136. 
2. Wilson, C., Byrom, F. B. Quart. J. Med. 1941, 10, 65. 
3. Floyer, M. A. Clins Sci. 1951, 10, 405. 
4. Carter, A. B., Payne, R. W. Lancet, 1956, ii, 537. 
5 Ibid, 1952, ii, 12. 
Ann. N.¥. Acad. Sci. 1954, 59, 82. 
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complications, there is good evidence, as the experi- 
ments of Wiison and Byrom!2 and of FLOYER 
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pressure did not lead to further deterioration of renal 
function unless considerable impairment was initially 
present—i.e., blood-urea over 70 mg. per 100 ml. and 
creatinine clearance less than 30%. They emphasise, 
however, the need for accurate diagnosis of the under- 
lying renal disease ; for reduction in blood-pressure is 
more likely to precipitate uremia than in patients with 
a progressive active nephritis (e.g., chronic type-I 
nephritis) in patients with a relatively inactive 
inflammatory lesion, such as chronic type-1 nephritis 
or chronic pyelonephritis, in which hypertensive renal 
damage is now thought to be the dominant cause of 
renal failure. ABRAHAMS and WILSON point out that 
in many patients with chronic renal disease the sudden 
deterioration of renal function in the late stages is 
preceded by a relatively abrupt rise in blood-pressure. 
If therapy is introduced at this point, and the hyper- 
tension is well controlled, there is evidence that the 
onset of renal failure may be delayed. In those 
patients who persevered with treatment, the malignant 
‘form.of hypertension, so common in renal disease, was 
not observed. These clinical results lend support to 
the conclusions derived from experimental studies in 
animals—namely, that, in certain forms of chronic 
renal disease, hypertension leads to renal vascular 
damage and accelerates renal failure. Nevertheless, 
when renal disease has progressed to the stage of 
nitrogen retention, hypotensive therapy ©an lead to 
only a limited increase in the expectation of life—a 
few years at the most. As in essential hypertension, 
cerebral vascular accidents remain a major hazard. 


Vancomycin 


THE present-day pharmaceutical equivalent of the 
Gold Rush is the intensive and systematic screening 
of soil samples for new antibiotics. Thousands of soil 
samples are being collected by amateur and pro- 
fessional mycologists all over the world, and submitted 
to various industrial and university laboratories. 
Aqueous extracts are prepared and analysed for their 
microbe content, and these organisms are then 
screened for possible antibiotic activity. Many 
samples may seem promising at first, but only a few 
satisfy the rigid criteria demanded for clinical trial. 
To the investigators’ chagrin, some promising anti- 
biotics turn out to be identical with those already in 
clinical use ; and others become discredited by their 
toxicity. Finally, one out of the thousands of soil 
samples survives the stiffest of hurdles, clinical 
evaluation, and is acclaimed on an Olympic pedestal 
alongside its predecessors. Various species of the 
genus streptomyces have so far produced strepto- 
mycin, chloramphenicol, neomycin, chlortetracycline 
(aureomycin), oxytetracycline (terramycin), nystatin, 
erythromycin, carbomycin, novobiocin, and oleando- 
mycin. 

A recent addition is vancomycin, isolated from soil 
obtained in Borneo and India. Although vancomycin- 
producing strains were subsequently found in soil 
from other parts of the world, including North 
America, the species has been designated Streptomyces 
orientalis.! Vancomycin hydrochloride is a white solid, 
very soluble in water, and relatively stable.? It is 


1. Pittenger, R. C., Brigham, R. B. Antibiot. Chemother. 1956, 
6, 642 


2. Geraci, J. E., Heilman, F. R., Nichols, D. R., Wellman, W. E., 
Ross, G. T. Proc. Mayo Clin. 1956, 31, 564. 
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bactericidal, and, like that of penicillin, its principal 
action is against gram-positive bacteria, particularly 
when they are multiplying. Organisms sensitive to it 
include pneumococci, streptococci, staphylococci, and 
clostridia. FAmRBROTHER and WILLIAMS recently 
reported that, in vitro, the gram-negative gonococcus 
was also highly susceptible. The main indication for 
the use of vancomycin, however, is an infection due to 
strains of Staphylococcus aureus resistant to other 
antibiotics. This usually implies a_strain found in 
hospitals, where the wide use of antibiotics has 
encouraged the emergence of drug-resistant organisms. 
It is fortunate that such strains are at present rarely 
encountered in infections outside hospitals; but how 
long they will remain thus confined no-one can say. 
In-vitro sensitivity tests must be performed before the 
most potent antibiotic can be chosen to deal with a 
serious staphylococcal infection. Until the results are 
available, the clinician must in an emergency decide 
which agent is most likely to be successful. If the 
infection has been contracted outside a hospital, 
penicillin wil! probably and tetracycline will almost 
certainly be effective. On the other hand, serious 
infections contracted in hospital should be treated 
at the outset with an‘antibiotic which is in least 
current use in that particular hospital. This will do 
much to ensure early control of the organism and 
may prevent an outbreak of cross-infection in the 
ward. As we have often declared, the wisest course 
is to hold in reserve an antibiotic which will subdue 
staphylococci that are resistant to other forms of 
attack ; erythromycin has been the one most often 
held back in this way, and there have been signs that 
chloramphenicol was returning to popularity, despite 
its occasional association with blood disorders. The 
introduction of other antistaphylococcal drugs, 
including vancomycin, novobiocin, and oleandomycin, 
now permits a wider choice for the strategic reserve. 
If the laboratory report subsequently shows that 
the reserved drug is not the only one to which the 
infecting organism is responsive, then the erythromicin 
(or whichever drug it is) can go back into reserve. The 
actual reserve drug for each hospital should be changed 
from time to time in the light of laboratcry reports. 

Whereas novobiocin and oleandomycin are well 
absorbed from the intestine, vancomycin must be 
given intravenously to produce any action other than 
in the intestine. After either oral or intravenous 
vancomycin, the feeces become odourless and strains 
of clostridium and Streptococcus faecalis disappear or 
become much fewer, but the gram-negative flora 
persists. The persistence of the gram-negative organ- 
isms in the intestine should prevent the emergence 
of yeasts, and mucocutaneous moniliasis has not 
so far been reported after the administration of vanco- 
mycin. When vancomycin is taken by mouth most 
of it is excreted in the faeces and only negligible 
amounts can be detected in the blood or urine. After 
intravenous injection, it is rapidly excreted in high 
concentration by the kidneys. As only small 
quantities reach the bile, it seems that vancomycin, 
unlike many other antibiotics, is not concentrated 
and excreted by the biliary system. It is detectable 
in pleural, pericardial, synovial, and ascitic fluids 
after intravenous injection. It does not diffuse into 
spinal fluid, which is not unexpected in view of the 
- 3. Fairbrother, R. W., Williams, B. L. Lancet, 1956, ii, 1177. 
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relatively large size of the vancomycin molecule. 
The only toxic reactions observed by GzRacti and his 
co-workers * at the Mayo Clinic were occasional rigors, 
erythematous or morbilliform rashes, and phlebitis at 
the site of repeated intravenous injections. The dose 
of oral or intravenous vancomycin is 0-5 g. six-hourly, 
continued for about one week, depending upon the 
severity of the infection and the response to treatment. 
Such doses have produced good results by mouth in 
staphylococcal enterocolitis and intravenously in 
staphylococcal septicaemias and osteomyelitis. 

It remains to be seen whether vancomycin is best 
used alone or in combination with another antibiotic. 
[t is even more important for the community’s sake 
to decide whether a combination of antistaphylo- 
coceal drugs is more likely to delay the emergence of 
resistant organisms, as it does in the chemotherapy of 
tuberculosis. Strains of staphylococci made resistant 
to vancomycin in vitro retained their sensitivity to 
other antibiotics, suggesting that so far there seems 
to be no cross-resistance between it and other anti- 
biotics. This is a point of some importance ; for 
new antibiotics are not really welcome unless they 
remain therapeutically distinctive. Chemically similar 
analogues of antibiotics tend to have the same 
disadvantage of cross-resistance, and they are no 
more helpful when given in combination. 


Annotations 


WELCOME TO A CENTENARIAN 


AmonG the long-established medical weeklies of the 
world, the Nederlands Tijdschrift voor Geneeskunde is 
individual alike in character and in the way it is managed. 
Formerly the journal of the Netherlands medical associa- 
tion, it became after the war a purely scientific weekly, 
and its ownership passed to a separate society, of some 
sixty members, who produce it for the benefit of the 
medical profession. Both the editor and the assistant 
editor hold university chairs (Dr. J. R. Prakken in 
dermatology at Amsterdam and. Dr. J. W. Duyff in 
physiology at Leiden), and the only full-time medical 
member of the staff is the secretary (Dr. M. M. Hilfman) ; 
but they have the help of a small board, consisting mostly 
of professors, who serve for three years and afterwards 
become members of the society. Last week, when the 
journal started on its second hundred years, it changed 
its familiar small format for a larger one with double 
columns, which its friends will come to like even better. 
Normally there are English summaries of all the articles ; 
but the century opens with a special issue composed of 
some of the best contributions previously published. The 
story of the last fifty years is told in a commemorative 
volume, by Dr. C. T. van Valkenburg. 

At the decorous but cheerful celebrations in Amsterdam 
last Saturday, the other centenarian medical weeklies 
were represented by the editors of the British Medical 
Journal, the Ugeskrift for Leger, and The Lancet. 


HUMAN RELATIONS 


Tue Tavistock Institute of Human Relations has the 
responsible and exacting task of providing training and 
conducting research in the social sciences related to 
psychological medicine, and acting as consultant to 
industrial organisations, Government departments, and 
community services. It is heartening to learn that, 
thanks to the support of American foundations, its 
annual budget for this work in the coming years will be 
of the order of £100,000. About half of this will go to 
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the projects which the institute has undertaken jointly 
with the Tavistock Clinic and the other half to inde- 
pendent social-science programmes outside the medical 
fie!d. 

From the start of the National Health Service, the 
North West Metropolitan Regional Hospital Board has 
supported the educational work of the institute, especially 
through the postgraduate courses offered at the Tavistock 
Clinic for psychiatrists, psychologists, child psycho- 
therapists, and social workers. External courses have 
also been run for general practitioners, public-health 
workers, teachers, probation officers, family-care workers, 
and industrial personnel officers, including students from 
overseas. For this side of its work the institute received 
last year from the Old Dominion Foundation £89,000 (to 
be spent over seven years) and from the Grant Foundation 
£25,000 (to be spent over three years) which was given 
specially for the training of people working among 
children and parents. 

During 1956 the institute also received grants for its 
research. The Ford Foundation gave £80,000 (to be spent 
over five years) and the Josiah Macy, jun., Foundation 
£13,000 (to be spent over three years). It is planned to 
extend the work of the institute’s child development 
unit from problems arising from the deprivation of 
maternal care, to which it has been giving special 
attention, to the conditions which promote the develop- 
ment of a healthy personality. Another research group 
has been making an exploratory study of a small 
number of London families who have different incomes 
but are otherwise alike. This work grew out of 
experience in marriage-counselling at the «linic and at 
the institute’s Family Discussion Bureau, ..nd towards it 
the Grant Foundation has given £5000 to be spent 
during 1956 and 1957. 

The Home Office, the London County Council, and 
British foundations which have aided the institute with 
this work in the pa-t will share the institute’s pleasure 
at this international recognition of its work and practical 
help towards its achievement. 


BODY FAT IN CHILDHOOD 


‘‘Puppy fat’’ is a convenient term of abuse or of 
defensive hope for the future: it covers, perhaps, a 
multitude of sins. Just what it connotes anatomically, 
however, is harder to say. Recently reliable growth 
curves for subcutaneous fatty tissue in childhood have 
been prepared, thanks to the efforts of those engaged 
in longitudina] studies here and in America. There are 
four methods of obtaining information about body fat : 
by taking soft-tissue radiographs, which enable the 
investigator to distinguish and measure individually the 
bone, muscle, and subcutaneous tissue ; by pulling with 
the thumb and forefinger a fold of skin and subcutaneous 
tissue away from the underlying muscle and measuring 
its thickness with pinch-callipers; by calculation from 
the specific gravity of the body, itself obtained through 
underwater weighing and application of the principle of 
Archimedes ; and by calculation from the amount of 
body-water estimated by chemical or isotopic dilution 
techniques. The last two of these have not yet yielded 
sufficient data during childhood to warrant much dis- 
cussion, though potentially they are the most valid 
measures of the amount of total body fat, since the other 
methods measure only the thickness of the subcutaneous 
layer. There is, however, good evidence ! that the internal 
fat is, under most circumstances, closely proportional in 
amount to the fat stored beneath the skin. 

The soft-tissue X-ray technique was initiated by 
Stuart ? and his associates at Boston, who studied the 


1. Brozek, J., Keys, A. Brit. J. Nutr. 1951, 5, 194. 
2. Stuart, H. Monogr. Soc. Res. Child Develop. 1940, 5, no. 3; 
Child . 1942, 13, 195; J. Pediat. 1946, 28, 637; Chéld 
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eats of bone, muscle, and fat in the ealf of the bee. 
It has been elaborated by Reynolds* and his successor 
Garn,* at the Fels growth study in America, and in this 
country by Tanner® at the Harpenden growth study, 
where techniques have been developed for obtaining 
quantitative tissue-growth data for arm, calf, and thigh. 
Measurement by skinfold cal pers has a much longer 
history, but the results are less UJuminating than they 
might have been because of the absence of an efficient 
calliper giving a constant pressure to the skinfold at all 
thicknesses picked up, and also of a generally agreed 
technique. Recently, however, a wide acceptance has 
been found for the Harpenden skinfold calliper,* and 
Hammond's extensive cross-sectional survey’? of skin- 
folds from age 2 to 18 has been reported in these 
terms. 


The main growth curves of subcutaneous fat are now 
fairly clear. From the age of 1 year onwards there is 
a steady loss of fat; the amount lost per year becomes 
smaller and smaller as the child gets older, until some- 
where between five and eight there is neither loss nor 
gain. After this, fat gradually begins to accumulate, 

»and this process continues to adult life, with the exception 
that for a year or more at adolescence boys lose fat and 
girls usually cease to gain it. The greatest rate of fat 
increase, at least in boys, is immediately before the 
beginning of the adolescent growth spurt, and this gain 
has been called the pre-adolescence fat spurt.5 It is this 
period which is usually called the ‘‘ puppy fat’’ one 
anxious parents can be assured that the boy will lose a 
good deal of this fat during the next two years; but 
they should also be warned that most or ail of it will 
return during the two or three years after that, unless 
something is done to restrict the intake of food. 


The course of events during the first year of life is 
intriguing and may have more profound physiological 
implications. The details have been clarified in a new 
paper by Garn ° in which, in contrast to so many studies 
of growth, exemplary use is made of the longitudinal 
nature of the data. Between birth and three months 
the infant puts on a very great deal of fat; the calf 
subcutaneous tissue at the maximum diameter increases 
on average by 5-7 mm. between one and three months. 
Between three and six months the increase is 4-6 mm. 
and between six and nine months 0-7 mm. Thereafter 
calf fat decreases ; the average infant is fattest at nine 
months of age. Some babies, however, start losing fat 
at six months, and about 15% are still gaining at one year. 
Though Garn’s study was of the calf only, the skinfold 
calliper data of the Child Study Centre in London * show 
exactly the same time relations for fat over the arm 
and on the trunk. What is the physiological mechanism 
of this wave of fat deposition and withdrawal in infants 
we have no idea. We do not know whether fat at this 
period goes into the same fat cells as the fat accumulated 
later, or even whether its composition is the same. In 
trying to explain the genesis of different body builds, 
Tanner? has suggested that fat cells, like muscle cells, 
may be laid down in utero, and that the ability to become 
fat, so to speak, may be limited by the number of cells 
present, just as is the ability to grow large muscles. 
If so, one wonders whether relatively great fatness in 
the infant presages the necessity for diet in the adult. 


3. Reynolds, E. L. Child Develop. 1944, 15, 181; Anat. Rec. 1948, 
102, 45; Monogr. Soc. Res. Child Develop. 1950, 15, no. 2. 

4. Garn,S. M. Hum. Biol. 1953, 25, 144; Ibid, 1954, 26, 59. 

5. Tanner, J. M. wii at Adolescence. Oxford, 1955; Nature, 
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J. M., Whitehouse. R. H. Brit. J. Nutr. 1955, 9, 133. 
- Hammond, W.H. Brit. J. prev. soc. Med. 1955, 9, 201. 
x mane ng M. Hum. Biol. 1956, 28, 232. 
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Or sashepe the physiology of the infant is really quite 
different ? Clearly this period provides uncharted ground 
for the pediatrician with a flair for investigation. 


RESEARCH IN ROAD ACCIDENTS 


In the public eye, the bogy of road accidents has 
lately been obscured by some bigger ones. Though 
between four and five thousand people are killed on 
the roads every year in Britain, about as many commit 
suicide, many more are killed in home accidents, and 
four times as many die from lung cancer. But the misery 
(about ten people are seriously injured for every one 
killed) and the economic damage caused by road accidents 
are shocking enough, especially when we consider that 
nearly every casualty could be prevented by imposing 
a speed limit of ten miles an hour. If the public conscience 
condones this sacrifice to the need (or lust) for speed, 
the least we can do is explore every means of reducing 
the numbers of killed and seriously injured, both by 
preventing as many accidents as possible and by mitigat- 
ing the severity of the rest. If St. George will not slay 
the dragon, he must try to blunt its teeth. 

Two years ago' when we discussed various ways 
of doing this, more research into the nature and cause of 
accidents was clearly needed. Unless we know the 
most important causes of injury we cannot direct our 
efforts to the most profitable end. A new pamphlet,? 
prepared by the Department of Scientific and Industrial 
Research, gives some account of research done in the 
United States, where the death-rate on the roads is 
even higher than it is here (705 people were killed during 
the recent Christmas holiday). Much of this research was 
done at Cornell University Medical College. 

The information is being gathered in three ways: 
(1) details of accidents and the injuries sustained in them 
are collected in sample areas ; (2) accidents are studied 
experimentally, using dummy passengers, cine-films, 
and other recording equipment; and (3) protective 
devices are designed and tested. Many results are to 
hand and have already been applied in the design of 
vehicles in the United States. 

Many injuries fatal to the driver were caused by his 
chest striking the steering column. The risk can be 
lessened either by padding the hub of the wheel, which 
distributes the force of the blow over a wider area, 
or by using a wheel which projects several inches above 
the hub, so that most of the force is spent in bending 
the supports of the wheel. To minimise the serious 
injuries to the head, face, and knee caused by the dash- 
board or other parts of the car, these parts may be 
strategically padded with foam plastic. Crash-helmets 
would also be useful, though motorists would probably 
be even harder to persuade to wear them than are motor- 
cyclists. Windscreens and doors accounted for nearly 
as many injuries as the steering-wheel and dashboard. 
The risk of striking the head against the body of the car 
can be reduced by safety harness, which must be attached 
to the frame of the car and not to the seat, for if the seat 
is dislodged in a collision and its weight added to that 
of the sitter, the force with which he strikes the body 
of the car will be greater. Perhaps most helpful, and less 
cumbersome to the motorists, are improved door-locks ; 
for the chances of being killed or badly injured are 
doubled if the occupant is thrown out of his car. 

Most of these devices can now be fitted to modern 
production models as extras if the purchaser wants them. 
It will be noted that they protect only those inside the 
vehicle, which is appropriate in a country such as the 
United States where three- -quarters of the deaths are 


1. See Lancet, 1956, ii, 797. 

2. Research on Injuries Sustained in Road Accidents. By H. J. H. 
STARKS, B.8C., PH.D., D.1.C., F.INST. P. Research Technica! 
Paper no. 37. H. x. Stationery Office of 
Scientific and Industrial Research). Pp. 1 
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in motor-vehicle drivers or passengers (most of the other 
deaths are among pedestrians and only about 1% each 
among cyclists and motor-cyclists). But in Britain only 
a sixth of those who die are motorists ; nearly half are 
pedestrians, a quarter motor-cyclists, and the rest pedal- 
cyclists. The American findings can be used in this 
country and may save the lives of motorists (though 
different road conditions and styles of vehicles may lead 
to different injuries here), but it is important to find 
ways of protecting other road users. Some research 
has been done in the nature of their injuries (thus, in 
motor-cyclists most deaths are due to head injury and 
the legs are damaged more often than the arms, while 
in pedal-cyclists the arms suffer more than the legs), 
but there is much more to be learned. Three phases 
of research, similar to those undertaken in the United 
States, are planned; the first has begun on a small 
scale in Slough. Protective clothing, improved external 
design of vehicles to protect pedestrians, and alterations 
to motor-cycles to protect the riders are foreseen. 
Everything that can be done by improved design 
of vehicles must be done, but more might be gained by 
improving the roads and changing the laws governing 
those who use them. It is even more important to realise 
(and constantly remember) that no big reduction in the 
number of dead and injured can be expected until more 
care and skill are shown by those who use the roads. 


FAST VITAL CAPACITY 


THe measurement of lung volumes has long been used 
in the assessment of respiratory disease, and the deter- 
mination of vital capacity not only is easy for the patient 
to understand and perform but also requires only a 
spirometer for its execution. The introduction of 
respiratory rate and capacity into lung-volume tests 
came with the measurement of maximum breathing 
capacity (M.B.c.); this measurement was designed to 
estimate the patient’s over-all ability to move air into 
and out of the lungs, and the result therefore depends 
on the muscular effort achieved as well as on the physical 
properties of the lungs. 

More recently the ‘‘ timed vital capacity ’’ has been 
advocated ; in this test the patient makes a maximum 
volume shift of air into or out of the lungs as rapidly 
as possible, and the volume is recorded against time. 
These manceuvres give the inspiratory fast vital capacity 
(L.F.v.c.) and expiratory fast vital capacity (E.F.v.c.) 
respectively, and from the resulting curves information 
can be obtained about the state of the lungs; the curve 
itself is interpreted in one of two ways, either directly 
or as it relates to the m.B.c. These interpretations 
have been discussed by Bernstein and Kazantzis! 
and by Shephard.? The direct interpretation of the curve 
relies, for example, upon the measurement of the one- 
second volume, while the interpretation of the M.B.c. 
is more closely connected with the maximum flow-rate 
achieved—on the hypothesis that the m.B.c. test allows 
the respiratory effort to operate over the optimal parts 
of the E.F.v.c. and 1.F.v.c. curves in such a way that the 
shift of air is a maximum. 

Such tests, depending as they do on the measurement 
of rapidly changing quantities, require apparatus that 
can respond quickly and without overshoot if the 
results are not to give rise to misleading interpretations. 
Indeed, some of the earlier work on F.V.C. was carried out 
on the conventional heavy spirometer bell and gave 
false results. More recently a lightweight spirometer 
bell or the pneumotachograph has been used to measure 
volume shift in F.v.c. The pneumotachograph measures 
air-flow rate and requires integration over time to give 
volume ; it has been used by Shephard * to investigate 
r.v.c. Both these types of apparatus offer little resistance 


1. Bernstein, L., Kazantzis, G. Thorar, 1954, 9, 326. 
2. Shephard, R. J. Jbid, 1956, 11, 223. 
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to respiration, and both seem suitable for rapid F.v.c. 
measurements ; interference from such factors as inertia 
of the bell and the temperature of the respired gas is 
of little significance. Shephard points out, however, 
that the complex resonating system, made up of the 
spirometer bell and the U-loop of the water seal, linked 
together by the elastic gas volume, introduces certain 
errors when the F.v.c. is recorded by the spirometer. 
These errors include the failure to indicate the true start - 
ing-point. of the maneuvre, and the obscuring of the 
end-point of the one-second volume capacity by bell 
oscillations. Shephard considers the volume delivery 
over the first second to be the most useful measurement 
derived from the F.v.c., provided that it is related to the 
total time of delivery, and he admits that for this measure- 
ment the errors introduced by the lightweight spirometer 
bell are unimportant clinically. Thus, for this purpose 
the more complex apparatus needed for pneumotacho- 
gram recording and integration is unnecessary. 

It is claimed, not without reason, that the F.v.c. 
test is much less exacting for the patient than the M.B.c., 
and that the F.v.c. can be made to give as much informa- 
tion as, or more than, the M.B.c. Though these claims are 
probably true, it must be remembered that it is only the 
volumes of gas shifted and the rate of shifting which 
are being measured, and not the pressures required to 
produce the movement. When volumes only are measured 
there can be no indication of the respiratory work 
involved, which is determined by both pressure and 
volume changes during respiration. In so far as respira- 
tory work is important, as in emphysema, F.v.c. by 
itself provides an incomplete assessment of the respiratory 
state of the patient; and this view accords with the 
conclusions of Attinger et al. to which we lately referred.* 
Nevertheless, the F.v.c., when properly performed and 
interpreted, can give valuable information, and it is 
a satisfactory compromise between the extent of the 
measurements required and the increasingly complex and 
specialised apparatus necessary for the collection of 
important data. 

THE REFUGEES 

WHatTeEVER their plans, Hungarian doctors who have 
reached this country are eager to learn English without 
delay. 

Many education authorities run courses in English for 
foreigners, and some propose to start special courses for 
Hungarians. In London application should be made to the 
education officer at County Hall, S.E.1, in writing or in person 
(room 76) or by telephone (Waterloo 5000, extension 441). 
The county council is waiving fees. 

The B.B.C. has a series of quarter-hour English lessons, 
for those who already know some English, each day on its 
European service (232 metres) starting at 5 and 6.45 a.m. 
and 12.15, 5.15, 7.15, and 9.15 p.m, The 9.15 P.M, transmission 
is likely to be heard best ; and at this time classes at elemen- 
tary level are given on Mondays, Wednesdays, and Fridays. 

Two special long-playing records to teach English from 
the start have been made for the B.B.C. These are obtainable 
at 15s. each, and two corresponding textbooks at 2s. each 
(or 3s. 6d. for the two), from the B.B.C., English by Radio, 
Bush House, London, W.C.2. Cheques should be made 
payable to the B.B.C. Club. Alternatively, copies of the 
records and books may be borrowed from The Lancet office. 

A series of five books for instruction by the direct method 
is published by Berlitz, and is obtainable from K. Sussapfel, 
Publisher, 36, Maiden Lane, Strand, London, W.C.2. The 
first of these costs 6s. 6d. (plus 9d. postage). 


Further offers of temporary homes for Hungarian 
doctors may be addressed to this office and are likely 
soon to be taken up—especially those from the London 
area. The fund established by The Lancet to meet special 
immediate expenses of medical refugees and _ their 
families is being distributed. Applications—and further 
contributions—are invited. 


3. See Annotation, Lancet, 1956, ii, 1034. 
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MEDICAL ADMINISTRATION IN MENTAL 
HOSPITALS * 


C. TETLOw 
M.B., B.Sc. Mane., D.P.M., D.Obst. 
CONSULTANT PSYCHIATRIST, CENTRAL HOSPITAL, WARWICK 


THE clinical side of work in mental hospitals has greatly 
expanded in recent years, and it is largely because of this 
that there is discontent among some consultant psychi- 
atrists who are not medical superintendents. I shall try 
to analyse the present situation from the point of view of 
the clinical consultant, though I am fully aware that other 
interpretations of this situation can be given. 

Perhaps the first impulse has been to stifle this dis- 
content, or to ignore its existence ; but in the long run 
suppression exaggerates the difficulties, whereas public 
discussion will lead to a constructive and healthy solution. 
We must not forget, as Stanton and Schwartz (1954) 
have so admirably shown, that dissent in high places 
produces only one result—deterioration in the patient’s 
behaviour and morale. 

Advances in treatment, a greater knowledge of the 
causes of mental illness, and far-reaching changes in 
legislation have produced a greater readiness to accept 
treatment in the early stages of mental illness, and 
consequently the number of annual admissions has 
greatly increased. In 1929, the year before the Mental 
Treatment Act came into foree, the annual admissions 
to mental hospitals in England and Wales were 22,000, 
whereas in 1954 they had increased to 71,000 (Logan 
1956). In addition there has been a considerable increase 
in the number of outpatient attendances at the clinics 
associated with the mental hospitals. 

All this has meant that much more time has been 
spent in investigating and treating individual cases. 
Much of this work has fallen to the lot of the clinical 
consultant. Since the emphasis has now shifted from 
custodial care to active psychiatry, we must ask our- 
selves whether the present administrative arrangements 
embodied in the Lunacy Act, 1890, and the Mental 
Treatment Act, 1930, are best suited to deal with this 
new burden. 

Results of Investigation 


I have investigated the present situation by sending 
a questionary to clinical consultants in thirty of the 
larger mental hospitals in England and Wales. To this 
I have had twenty-five replies, and I am much indebted 
to the consultants concerned for the care they have taken 
in presenting the facts. Briefly these are : 

Five consultants stated, without any reservations whatso- 
ever, that the present methods of medical administration 
were completely satisfactory, and that ne difficulties of any 
kind had been experienced. 

Against this, in four of the hospitals considerable dis. 
satisfaction was expressed, so much so that a near breakdown 
in interpersonal relationships seemed to have existed. 

The remaining sixteen consultants, though admitting that 
the present arrangements could and did work harmoniously, 
given a sensible and liberal interpretation of existing statutes 
and rules, nevertheless qualified this in some way or another. 


In the four hospitals where greatest friction existed, 
this arose largely because the medical superintendent 
had so interpreted the legal position as to regard himself 
as the final authority not only in administrative matters 
but also in clinical ones and had accordingly thought it 
his duty to authorise and select the type of treatment of 
any patient he wished. 

* Based on a paper read at a quarterly meeting of the Royal 
Medico-Psychological Association on Nov. 16, 1956. 
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One consultant held that this attitude had in the past 
hampered the progress of mental science by certain treatments 
having, in some hospitals, been actually prohibited. 

Another said that a consultant in the mental-hospital 
service had a much lower status than consultants in other 
branches of medicine. 

All agreed on the lack of complete responsibility felt by the 
clinical consultant. 


In the sixteen hospitals where relations were harmoni- 
ous but some dissatisfaction with existing arrangements 
was expressed the following observations were made : 


Six of the consultants thought that the only realistic way 
to make the existing legal arrangements harmonious and 
satisfactory to all concerned was to have an effective, respon- 
sible, and properly constituted medical advisory committee 
to settle any differences in private without reference to lay 
committees. 

One consultant emphasised that the medical policy of the 
hospital as a whole should be constantly under review by such 
a committee, which should not be used solely to bolster up 
the authority of the medical superintendent when he found 
himself in difficulties with his lay committee, as was sometimes 
the present tendency. 

Three others suggested that it was no longer possible to 
run a modern mental hospital on authoritarian and dictatorial 
lines, because this would inevitably lead to a great deal of 
friction and would make conditions impossible not only for the 
clinical consultant but also for the medical superintendent, 
and the people who would suffer most would be the patients. 


The least difficulties seemed to have arisen where the 
medical superintendent had direct clinical charge of some 
of the patients : : 


Three of the replies showed that, in this connection, the 
most effective way of meeting the various difficulties con- 
nected with medical administration was the introduction of 
“clinical firms,’’ one under the direction of the medical 
superintendent and others under that of clinical consultants, 
the latter having complete autonomy concerning the admission 
and discharge of patients under their care. It is of interest 
here to note that the Expert Committee on Mental Health 
(1953) regards the treatment of each patient as “‘a team 
responsibility in which several doctors and several nurses 
actively participate.’’ Even with such arrangements into 
teams, it was pointed out in one of the replies, it was still 
theoretically possible for a clash to occur, but it was equally 
possible for there to be no such clash and for all senior medical 
staff to have the status that they enjoyed in other specialties. 
Despite these conclusions it was nevertheless felt that some 
authoritative clarification of existing rules should be made 
because of other interpretations. 

Three other consultants expressed the view that most of 
the difficulties arose because the consultant did not feel that 
he had complete charge of his patients, despite official 
assurances to the contrary. 

Another thought that, if a consultant in the mental-hospital 
service did not experience a sense of full clinical responsibility, 
it was largely his own fault. 

Lay administration was recommended by two consultants, 
while a third thought that this would some day overwhelm 
us all, whether we liked it or not. 

One consultant was convinced that the mental]-hospital 
consultant had now come of age and no longer required a 
‘father figure ’’; but another would not be a party, under 
any consideration whatsoever, to the formation of any Secret 
Society for the Abolition of Medical Superintendents. 

Another pointed out that, almost overnight, whether by 
accident or design, the position had been completely revolu- 
tionised by the introduction of the National Health Service 
Act in 1948, whereby clinical consultants were appointed in 
most of the mental hospitals, whereas they had previously been 
known as assistant medical officers. Unfortunately a tendency 
persisted in some mental hospitals for the medical superinten- 
dent still to regard all the other doctors in the institution, 
including the consultants, as his assistant medical officers, a 
state of affairs which caused considerable dissatisfaction. 

Several consultants felt a sense of frustration because the 
regional hospital board and even the hospital management 
committee appealed to medical superintendents only when 
seeking advice about general medical policy in matters of 
psychiatry. 
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Discussion 


I shall state the problem as it appears to me after 
analysing all the opinions submitted. There are two 
factors which are to some extent mutually at variance 
vet must somehow be made complementary : 


(1) Mental hospitals differ from general hospitals in that 
sound clinical administration is essential to establish 
within the hospital a therapeutic community in which 
the human and social needs of the patients (some of 
whom have to stay for a long time) are properly under- 
stood and adequately met (only two consultants men- 
tioned this). It is difficult to see how such reforms as the 
‘**open-door hospital’? could have come about unless 
the clinical administration had been in the hands of a 
clinically experienced medical administrator who could 
see the problem as a whole. 

Maxwell Jones and Rapoport (1955) have drawn our 
attention to the importance of the concept of ‘‘ adminis- 
trative psychiatry ’’ and have pointed out that “ informal 
social processes are more important to therapy than has 
usually been assumed.’”” The Expert Committee on 
Mental Health (1953) said ‘‘ that the creation of the 
atmosphere of a therapeutic community is in itself one 
of the most important types of treatment which the 
psychiatric hospital can provide.’’ It is furthermore 
pointed out that the nearer a mental hospital approaches 
the organisation of the general hospital the less successful 
will it be in applying effective psychiatry. 

But, because of the changing nature of the clinical 
problem already outlined, such a régime is insufficient to 
meet the needs of psychiatry today. Important though 
it is, it must be coupled with ever-increasing clinical 
treatment of each separate case. 

(2) A traditional and fundamental requisite of all such 
individual treatment is that there should be a sound doctor- 
patient relutionship. By this I mean that the patient 
should be able to look to one doctor as personally respon- 
sible for diagnosing his illness and supervising his treat- 
ment. On the doctor’s part it will be implicit that he will 
feel privileged that the patient has sought his advice, and 
that, if he values his reputation, he will not be content 
until he has given of his best. The Expert Committee on 
Mental Health (1953) said “‘ it is . . . desirable that the 
patient, throughout his stay in hospital, should feel that 
there is one doctor who is his—one doctor who knows 
him well and whom he knows.” 


If such a relationship is the basis of all successful 
treatment, whether in general practice or in the special- 
ties, it is especially so in psychiatry, where it is one of 
singular intimacy and subtlety. But it is in mental- 
hospital psychiatry that this traditional relationship is 
at its weakest, as many of the replies have shown, and 
it is here that the fundamental conflict arises, because, 
on the patient’s admission to the mental hospital, this 
personal sense of responsibility felt by the consultant 
towards his patient is undermined. In the general hos- 
pital the physician or the surgeon admits the patient to 
one of his own beds and has absolute responsibility for 
him. In the mental hospital the patient, if certified, is 
committed in law to the responsibility of the medical 
superintendent, who alone can authorise his discharge, 
because Act of Parliament amended by Statutory Instru- 
ment (1948) no. 419 paragraph 4 designates him as the 
chief officer of the institution. 

In actual practice amicable arrangements usually exist 
whereby the clinical consultant will discuss with the 
superintendent the question of discharge; but the fact 
remains that the superintendent has the power of veto 
and cannot be blamed if he uses it, since it can be inter- 
preted that he alone is responsible if anything goes wrong. 

The same remarks apply, though perhaps with less 
foree, to voluntary patients. Whether certified or 
voluntary, a patient may sometimes become aware of a 
dispute about the advisability of his discharge. He may 
then realise that his case is not the sole responsibility of 
the consultant concerned, and his trust in the doctor 
looking after him may be damaged. 
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Not to have complete responsibility engenders a sense 
of frustration ; and, if the mental-hospital service is to 
attract the right kind of doctors, it is vital that these 
arrangements should be modified. The Central Health 
Services Council (1956) states that the absence of a suffi- 
cient number of psychiatric consultants is related to the 
insufficient number of entrants into the specialty, the 
over-all shortage being about 20% of establishments. 

By conferring full responsibility on the consultant as 
in other branches of medicine, his status will be corre- 
spondingly enhanced, and potential recruits might thereby 
be attracted in greater numbers than at present. What 
is perhaps more important, his therapeutic effectiveness 
will be strengthened, and he will come to have an 
accepted and authoritative position in society equal to 
that of the physician or the surgeon. 


Suggestions 


Because the requirements of effective administrative 
psychiatry and the need to give the clinical consultant 
full responsibility are to some extent conflicting, it is not 
easy to find or to apply a remedy ; but it is essential that 
one should be devised without undue delay, for the scope 
of the mental hospital as regards the mental health of 
the community is likely to widen to a degree unknown at 
present, and the mental hospital may change out of all 
recognition. 

I therefore make some suggestions as a basis for 
discussion. 


Working Party 

Now that the shortcomings of the present system of 
administration are so apparent that the public press has 
become interested, it is desirable that the Royal Medico- 
Psychological Association should appoint a working party 
consisting of equal numbers of medical superintendents 
and clinical consultants to examine this problem. 

If clinical consultants are to have a more effective voice in 
shaping the future of psychiatry, they should be better repre- 
sented in the various committees of the Association. The 
parliamentary committee of the association is composed of 
29 members, of whom 16 are medical superintendents and only 
2 are clinical consultants in mental hospitals. In defence of 
this it might be argued that superintendents have a greater 
interest in parliamentary affairs because of their statutory 
responsibilities, but the membership of the education com- 
mittee of the association shows a similar distribution: of 38 
members 24 are medical superintendents and only 4 are 
clinical consultants in mental hospitals. 

Medical Superintendents 

In the present stage of evolution of the mental hospital 
—because of the problems concerned with the establish- 
ment of a therapeutic community—medical superinten- 
dency should continue. It is furthermore essential that 
medical superintendents should continue to be pre-eminent 
in the clinical field, for only thus can they command the 
respect and allegiance of their medical colleagues. It is, 
however, difficult to see how outstanding men will be 
attracted to a post which daily carries more and more 
responsibility and less recognition. It might therefore be 
an advantage to introduce some features of the system 
of medical-staff organisation elaborated during the past 
thirty years by the American College of Surgeons and 
now widely practised in American hospitals generally. 

Under this each specialty is organised into a team 
under the direction of a leading clinician whose chief 
endeavour is to maintain a high standard of clinical 
work in that specialty by continued supervision, by the 
organisation of regular clinical conferences, and by guid- 
ance of the work and training of junior staff. Such super- 
vision does not, however, go to the length of placing one 
consultant in the position of directing or criticising 
another's work, thus avoiding one of the worst features 
of the present mental-hospital system existing in this 
country. Upon the leading clinician devolves much 
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administrative responsibility, and it is he who, with 
the help of a medical-staff committee, directly advises the 
lay administration on matters of medical policy. 

It seems to me that such a system could well be 
adapted to the administrative needs of mental hospitals 
here, with a considerable raising of the general standard 
of clinical work, because the medical administrator would 
first have had to show that he was a clinician of the first 
rank. It might be objected that good clinicians do not 
necessarily make good administrators ; but the two disci- 
plines have much in common, and the organisation of 
courses in administration (already planned in this 
country) would do much to remedy any imperfections. 
The clinical consultant and the medical administrator 
would have a common goal, and the present regrettable 
tendency in the mental hospitals for a gulf to develop 
between them would be avoided. 

The American system allows of full integration with 
other specialist services and with teaching and professorial 
departments. If such a system were applied here, the 
mental hospital in isolation would be a thing of the past, 
and it would become instead an effective unit for providing 
all psychiatric services to the community, and, acting 
through the Universities, it would in some cases perhaps 
also cater for the needs of students and postgraduates, 
which are at present inadequately met. 

In this country medicine has tended to be very much 
of a personal affair between doctor and patient, and I 
have been at pains to emphasise the importance of this 
relationship ; but there is already a tendency to organise 
some specialties into teams under the direction of a full- 
time professor, and if ever a specialty needed team-work 
it is psychiatry. Perhaps in some of the mental hospitals 
of the future the medical superintendent will come to 
have professorial dignity. 

If such a system were adopted, it would be necessary 
to differentiate between the varying responsibilities of 
consultants, and the present methods of remuneration 
might therefore have to be revised. 


Informal Admission 
Coupled with such possible methods of administration 
there might also be an extension of developments already 


’ apparent in some of the more enlightened mental hospitals. 


I refer to the increasing tendency to admit patients 
informally to premises excluded from designation, as at 
Park Prewett, Warlingham Park, Graylingwell, and 
Mapperley Hospitals. Controversial issues over the 
admission and discharge of patients arising from the 
Lunacy Act and the Mental Treatment Act are in this 
way avoided. Perhaps we might also see the development 
of small psychiatric units, of 200 beds or so, attached to 
general hospitals and fully integrated with rehabilitation 
and other social services. We do not know for certain, 
but it might be possible in this way to prevent chronic 
mental illness in a large measure, as foreseen by the 
General Board of Control for Scotland (1956). 


Sharing of Duties 

It is essential that legislation should be introduced 
whereby the admission and discharge of patients should 
rest not only with the medical superintendent but also 
with the clinical consultant. This, together with the 
provision of smaller psychiatric units within the general 
organisation of the mental hospital, would give the 
consultant freedom to develop such units in his own 
way and in keeping with his own personality. 

By all these means it should be possible for medical 
superintendents and clinical consultants to work together 
and to obviate the present tendency to a cleavage. 
Better understanding of the burdensome problems with 
which the medical superintendent has to deal might be 
gained if the clinical consultant could interest himself in 
some aspect of administration. At my own hospital, for 
example, I am privileged to deal with such matters as 
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kitchen hygiene, and also the educational requirements 
of the nurses. 

For a proper balance to be maintained it is furthermore 
desirable that the medical superintendent should be able 
to understand the point of view of the clinical consultant 
by himself having direct clinical charge of some beds. 

Since many of the issues I have raised are controversial, it 
is only fair to state that at my own hospital relationships 
between the medical superintendent and the clinical consul- 
tants are happy and harmonious, and that many of the 
features I have mentioned receive de-facto recognition. 

T wish to thank Dr. E. 8. Stern for his generous help in 
preparing this paper, and also the numerous consultants, 
whose opinions have been freely quoted, but who must 
remain anonymous. 
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THE REMUNERATION CLAIM 
Statements after Meeting with Ministers 


Four representatives of the Negotiating Committee, 
Sir Russell Brain, Dr. A. B. Davies, Dr. J. D. 8. Cameron, 
and Dr. S. Wand, met the Minister of Health and the 
Joint Parliamentary Under-Secretary, Scottish Office, on 
Friday, Jan. 4. 

The Minister of Health explained that he had not given 
a reasoned reply to the committee’s supplementary 
memorandum because he had been advised that there 
were constitutional objections to his doing so. All that 
he could say about the legal aspect of the remuneration 
claim was that, according to the advice he had received, 
the Government were not under any legal contractual 
obligation to the profession. As to the merits of the 
claim, he could not even begin to examine these in the 
present economic circumstances of the country, since this, 
in his view, would start a ‘‘ chain-reaction’’ in other 
quarters which would endanger the country’s financial 
stability. 

The representatives of the committee vigorously 
opposed the Minister’s attitude and emphasised, in par- 
ticular, that it was not merely a dispute about money 
but a crisis of confidence which went to the roots of the 
relations between the medical profession and the Govern- 
ment. At the end of a fruitless discussion the Minister 
offered to meet the committee’s representatives again 
after he had given further thought to the problem and 
discussed it again with his colleagues. This offer was 
accepted and it was agreed that the further meeting 
should take place before the end of January. 

After the meeting with the Ministers the Negotiating 
Committee met and unanimously expressed approval of 
the action taken by its representatives. Later on the 
same day, these representatives held a press conference. 
By this time the Ministry had issued its own press 
statement, in which it had again given the figure of 137% 
as representing the increase which had already taken 
place in the average pre-war remuneration of general 
practitioners. The Negotiating Committee’s representa- 
tives explained to the press that this was an unfair and 
misleading statement, since it concealed the fact that the 
Spens Committee had found the actual pre-war incomes 
to be too low. The increase over the figure agreed with 
the Ministry, in the light of the Spens report, as the 
correct average in terms of the value of maney in 1939 
was only 100%. 

The Ministry’s press statement said that the claim 
was for an increase of not less than 24% over present 
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levels of remuneration (which in the case of general 
practitioners were on average already 137% above 
pre-war). The extra cost to the country would be about 
£20 million a year. The Minister had explained that the 
claim had not been rejected but, as he had already tried 
to make clear, the Government were responsible to the 
country for doing everything they could to combat 
inflation, and present economic circumstances made it 
impossible for them to consider the claim at the moment. 
In other words, nothing he had said expressed any 
opinion one way or another on the merits of the claim. 
It simply was that it could not be afforded under present 
conditions. Regarding the profession’s contention that 
the Government were under a legal contractual obliga- 
tion, the Minister had said that the Government were 
advised that this was not the case. The detailed reasons 
for this legal advice could not be given, for obvious 
constitutional reasons, in case of action against the 
Crown in the courts. He regretted that the claim could 
not be examined on its merits at the moment. He was 
already actively considering how best to deal with 
the problems raised by these issues. and all that the 
Negotiating Committee had said at their meetings with 
him on Aug. 1 and last week would be taken fully into 
account in this review 


Public Health 


Antioxidants in Food 


Tae Minister of Agriculture, Fisheries, and Food has 
announced his decision to accept, with some changes, 
the Food Standards Committee’s recommendations on 
antioxidants.' The use of four antioxidants (propyl, 
octyl, and dodecyl gallate, and butylated hydroxyanisole) 
will be allowed, up to certain limits, in ‘ oils and fats, 
essential oils and butter used for manufacture.’”’ The 
committee's recommendation that the use of antioxidants 
should be disclosed to the purchaser is to be considered. 


Occupations and Ages 


Analysis of the complete figures on personal occupa- 
tion derived from the 1951 Census? shows that of the 
occupied men 29% were aged under 30, and only 4% 
more than 65; of the occupied women 44% were under 
30, while 5% were 60 or over. 88% of men aged 60-64, 
47% of men aged 65-69, and 27% of men aged 70-74 
were gainfully occupied, compared with 89%, 79%, 
and 53% respectively in 1921. 

1. See Lancet 1954, ti, 711. 


2. Census 1941, England and W vales 
Stationery ‘Office. 1957. 27 7s. 


Occupation Tables. H.M. 


Infectious Diseases in England and Wales 


Week ended December 


Disease 

1 8 15 22 29° 
Diphtheria .. 7 4 6 10 3 
Dysentery .. .. 727 830 808 696 348 

Encephalitis : 
Infective .. ee “a ; 3 9 5 4 5 
Post-infectious .. 3 3 2 2 
Food-poisoning at 191 247 319 177 112 
Measles, excluding rubella. 4514 5979 6497 6641 6878 
Meningococcal infection - 20 24 39 25 20 
Ophthalmia neonatorum . . 31 34 23 18 19 
Paratyphoid fever . 7 1 2 2 2 2 
Pneumonia, primary orinfluenzal.. 421 539 550 468 400 

Poliomyve litis : 
Paralytic .. 47 55 49 42 39 
Non-paralytic 25 27 24 18 10 
Puerperal pyrexia “ -. | 193 | 207 188 198 | 142 
Searilet fever. . 7 ae .. 806 846 766 736 524 
Smallpox as es 

Tuberculosis : 
Respiratory a .. 608 644 578 506 387 
Meninges and C NS en in 14 10 10 6 4 
Other ad ae 63 75 79 64 56 
Typhoid fever 3 5 1 2 
W hooping-cough 2115 2131 1983 1742 1265 


*Not including late returns. 
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Conferences and Congresses 


HOSPITAL COCCAL INFECTIONS 


_ Own Jan. 2 a symposium on hospital coccal infections 
was held in London, under the auspices of the Association 
of Clinical Pathologists, with Prof. A. A. MILEs in the 
chair. 

Dr. A. C. CUNLIFFE pointed out that hospital infection 
could be defined in clinical or bacteriological terms. 
Both must be used to obtain a true picture ; for Staphylo- 
coccus aureus could be recovered from 10% of all wounds 
showing no clinical sepsis, whereas wounds might break 
down without being infected. The prevalence of sepsis 
had been falling before antibiotics were discovered ; it 
was now rising. 

Dr. R. E. O. Writiams spoke of the principles of 
investigation of an outbreak of hospital infection. 
Sepsis should be routinely recorded, and the outbreak 
considered epidemiologically, bacteriologically (including 
assessment of the serotypes or phage-types involved), 
and hygienically: thus if one type only was involved 
there was likely to be a single source, but if there was 
more than one type there might be some general or 
specific lowering of aseptic standards. Phage-group I 
was common in maternity units and group UI in surgical 
wards. 

Dr. B. R. Frispy (Oxford) described two outbreaks 
of staphylococcal diarrhoea ; these involved 31 patients 
(of whom 14 died) including 14 who had undergone gas- 
trectomy (of whom 7 died). All had had antibiotics, but 
only 5 had had broad-spectrum antibiotics. The onset 
and course were rapid, with rice-water stools and collapse. 
Pathogenic staphylococci were found all over the ward, 
which was quickly infected by a single patient. Dr. 
Frisby recommended that antibiotics should be given to 
surgical patients only when there was a definite indica- 
tion, and then the patient should be isolated ; side-wards 
were ineffective for this. 

Dr. E. J. Lowsury (Birmingham) agreed that staphylo- 
cocci of phage-group m1 predominated in burns, and 
wondered whether the decreased incidence of strepto- 
coceal infection was due to a reduced virulence of the 
organism. Dr. Frissy said that 1 case of staphylococcal 
diarrhoea had followed neomycin therapy, and that in 
his cases smears of the stools were loaded with staphylo- 
cocci, indicating that these probably caused the diarrhea 
and were not an incidental finding. 6 patients had 
responded to erythromycin. Dr. O. M. LipweEL. spoke 
of the advantages and drawbacks of various methods of 
ventilation, and Prof. J. W. Howe (Glasgow) said that 
an inefficient steriliser was worse than useless, for it 
could concentrate polluted air. 


Theatre Infections 


Dr. R. A. SHOOTER gave an account of the sharp drop 
in wound sepsis (9% to 1%) when the ventilating system 
of an operating-theatre was changed so that air was no 
longer sucked in. It was useful to have a brisk horizontal 
flow of air over the table. 

Dr. R. Blowers (Middlesbrough) said that a wound 
could be assumed to have been infected at operation if 
sepsis quickly followed, if there was deep but not super- 
ficial sepsis, or if infection was persistently associated 
with the presence of a certain person in the theatre. 
Experiments with a slit-sampler had shown that the 
contamination of air could be reduced greatly if movement 
in the theatre was restricted to the minimum necessary ; 
if the patient was put in position on the table before he 
was brought into the theatre ; if everyone in the theatre 
wore proper clothing; and if blankets were not used. 
In half the septic wounds the same organism was present 
on the patient’s skin ; more attention might be paid to 
its sterilisation. 


THE LANCET] CONFERENCES 

Dr. D. B. Moore (Exeter) said that long operations 
and self-retaining catheters predisposed to wound infec- 
tion. There was a higher incidence of infection with 
virulent staphylococci if an ‘‘ umbrella”’ of antibiotics 
was used. 

Dr. W. A. GrtLespie (Bristol) said that after 1081 
operations there had been 85 staphylococcal infections ; 
it was thought that 19 had originated in the theatre and 
55 in the ward. Staphylococcal wound infections arising 
in the ward were often due to phage-group 1, and 
furunculosis to phage-group 1 which was found in the 
nurses’ noses. 

Ward Infections 

Dr. Lowsury spoke of burns. He said that primary 
excision and grafting was the best prophylactic measure 
against infection. When grafting must be delayed, infec- 
tion could be reduced by. dressing burns in an air-condi- 
tioned room using a no-touch technique, and by using 
chemotherapeutic creams. If Streptococcus pyogenes 
appeared, specific chemotherapy should be given. The 
exposure method probably did not protect burns against 
contamination. 

Dr. JANET JELLARD said that in nurseries the babies, 
which were often handled without gloves and with 
inadequate hand-washing, were the chief reservoir for 
infection. The umbilical cord was especially dangerous 
and should be either covered or treated with an antiseptic. 

Dr. E. S. Dutrure (Southampton) described an out- 
break of infection due to phage-type-80 staphylococcus 
in two general hospitals in the same group. There were 


. infections of the skin, eyes, wounds, bedsores, and urinary 


tract, and bronchopneumonia, but no enteritis. He agreed 
that babies were a reservoir of infection, and had found 
that prompt isolation of infected patients and staff was 
helpful, and that reducing the number of nasal carriers 
and the dust content had some effect. 

Dr. J. D. A. Gray said that strict attention to cleanli- 
ness and asepsis in nurseries was essential. Many staphy- 
lococcal infections, though resistant to other drugs, were 
sensitive to chloramphenicol and erythromycin; eye 
infection responded to sulphonamides and cord infection 
to gentian-violet. Streptococci might survive penicillin 
treatment because of coexistent penicillinase-producing 
staphylococci. Dr. J. G. P. Hutcuison (Newcastle 
upon Tyne) agreed with previous speakers that babies 
are the culture medium, infecting their mothers and 
other patients. Dr. M. H. GLerson-Wuite (Cambridge) 
mentioned 15 cases of rapidly fatal haemorrhagic staphylo- 
coceal bronchopneumonia. All of them had probably had 
pulmonary cedema. 


Investigation and Control 

Dr. W1LiraMs listed the steps in the investigation of an 
outbreak. These included keeping a theatre and a ward 
book recording all infections, and watching ward and 
theatre techniques as they were carried out in practice. 

Prof. Ronatp Hare described experiments showing 
that nasal carriers produced air contamination owing 
to infection of the skin and clothes ; movement, dressing, 
washing, &c., spread the organisms more than did 
sneezing or talking. A few carriers contaminated the air 
much more than the rest. 

Dr. J. C. Goutp (Edinburgh) spoke of methods of 
reducing contamination by carriers. Creams containing 
common antibiotics such as penicillin and tetracycline 
were the most effective in eliminating staphylococci from 
the nose; but these had drawbacks, and a mixture of 
neomycin or bacitracin and chlorhexidine (‘ Hibitane ’) 
was almost as effective. In practice such creams reduced 
the incidence of auto-infection and cross-infection. 

Dr. BLowers emphasised that laundering did not 
sterilise blankets, but heat sterilisation ruined them. 
Woollen blankets could be sterilised about twenty times 
by a quaternary ammonium rinse after laundering. He 
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showed three experimental blankets that could be 
boiled ; they were made of terylene, turkish-towelling, 
and a cotton weave, and were respectively much more, a 
little more, and less expensive than woollen ones. 

Dr. H. B. May spoke of the administrative aspects. 
He said that one consultant in each hospital should 
concern himself with all hospital infections there. All 
infections should be notified to him by the ward sisters. 
He should investigate infections and advise on prevention 
and treatment. The infected patient cost half as much 
again as the uninfected patient. : 

Dr. Mary BarBeEr said that staphylococci in pus were 
probably more virulent than those in the noses of carriers ; 
it was therefore important to separate septic surgical 
patients in wards and operating-theatres. Dr. H. G. H. 
RicHarps (Winchester) said that h spital overcrowding 
predisposed to infection and that more and better 
hospitals were needed. 


GASTRO-ENTEROLOGY 


A CONFERENCE gastro-enterology, under the 
auspices of the Postgraduate Education Committee of 
the University of Glasgow and of the Royal Faculty 
of Physicians and Surgeons, was held on Nov. 26-30. 


Treatment of U!cerative Colitis 

Dr. S. C. TRUELOVE (Oxford) said that in the treat- 
ment of ulcerative colitis the correction of fluid and 
electrolyte depletion, particularly that of.. potassium, 
was important. Blood-transfusion and administration 
of cyanocobalamin (vitamin B,,) or folic acid were 
valuable ; oral iron should be avoided. The diet should 
have a high protein and calorie content; in those with 
anorexia, a fortified intragastric milk drip was given 
at night. Either cortisone, prednisolone, or cortico- 
trophin could be given, and oral cortisone could be 
combined with the daily instillation by rectal drip of 
hydrocortisone. Colonic dispersal by this route had 
been found satisfactory, and there were rapid remissions 
in many cases. Antibiotics reduced the risk of pyogenic 
complications, and propantheline relieved abdominal 
pain. 

Dr. W. I. Carp (Edinburgh) emphasised the consider- 
able protein loss and the intensive replacement needed. 
Surgery should be avoided during the acute phase : 
if it were needed cortisone should be discontinued. 
In surgical treatment Prof. J. C. GoLicuEerR (Leeds) 
opted for primary colectomy with permanent ileostomy. 
Occasionally, irritation of the adjacent skin or stenosis 
of the stoma followed. Mr. A. B. Kerr recommended 
primary ileostomy in some cases, with colectomy later. 
The ileostomy bag need not be adhesive. Dr. BERNARD 
LENNOX said that biopsy of colonic mucosa was valuable 
in investigating the disease. Often large areas of mucosa 
were shed ; this loss was irreparable and influenced the 
results purely medical measures. 


Peptic Ulcer 


According to Mr. R. A. Jamieson, the true prevalence 
of peptic ulcer in this country was about 10% for 
men and 3% for women. These figures were based on 
post-mortem series. Mr. D. H. Ciark said that before 
puberty boys and girls had an equal incidence of peptic 
ulcer, but after puberty ulcer was many times more 
common in males. 90% of women had a remission of 
ulcer symptoms during pregnancy, but symptoms 
always recurred. Onset or aggravation of symptoms was 
common at the menopause. 

Dr. A. R. Currte drew attention to the association 
of peptic ulcer with islet-cell tumours of the pancreas. 
The risk of malignancy in gastric ulcers was probably 
less than had previously been believed ; it was estimated 
that only 4% of gastric cancers routinely examined had 
arisen from chronic peptic ulcers. 
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Prof. T. F. RopGer said that in many cases the 
onset of symptoms was associated with emotional 
upset. Studies in the United States suggested that 
ulcer patients had intense unconscious dependency 
wishes. An ‘ulcer type’? was no longer recognised. 
Dr. L. D. W. Scorr suggested that the association 
between peptic ulcer and coronary-artery disease might 
be explained by the customary high-fat diet of ulcer 
patients. Of 110 men admitted to his wards with 
myocardial infarction, 20 (18%) had peptic ulcers; of 
89 controls with bronchial carcinoma 8 (9%) had ulcers. 
Dr. 8. Lazarus said that rest in bed was the most 
important single factor in medical care and increased 
the rate of healing of both gastric and duodenal ulcers ; 
it was more valuable in hospital than at home. Diet, 
milk drips, and drugs might relieve symptoms, but 
did not seem to influence the rate of healing of an ulcer. 

Mr. A. P. M. Forrest said that, in view of the risk of 
malignancy, gastrectomy should always be performed 
for gastric ulcer. In duodenal ulcer an attack on the 
acid-producing mechanism was essential. Gastrectomy 
was probably still the treatment of choice, but where 
it was inadvisable (as in the patient with pulmonary 
tuberculosis, the female, the poor risk, and where it 
was technically hazardous) vagotomy, with pyloro- 
plasty or gastro-enterostomy, was suitable. In gastric 
ulcer the Billroth-1 gastrectomy was preferable; but 
in duodenal ulcer it carried a high rate of recurrence, 
and a Polya reconstruction was advisable. 

Mr. W. T. IrvINE said that patients in the fourth and 
fifth decades were particularly liable to develop stomal 
uléer. This was a complication of gastric operations 
only when they were performed for peptic ulcer; it 
might appear many years after gastro-enterostomy 
but usually within three years after gastrectomy. These 
ulcers had a particular tendency to penetrate. Marginal 
ulceration following gastro-enterostomy was _ treated 
by gastric resection and reconstitution of the jejunum 
involved in the anastomosis; but for recurrent ulcer 
after gastrectomy a higher resection was usually the 
treatment of choice. Vagotomy might help patients 
in this group. 

The post-gastrectomy syndromes were described by 
Mr. A. N. Smita. Their incidence was directly pro- 
portional to the amount of stomach removed. The 
small capacity of the gastric remnant, increased rate of 
gastric emptying, reflux into the afferent loop, hypo- 
glycemia, jejunal distension, osmotic influences, altera- 
tions in blood-volume, and disturbance of acid-base 
balance had all been cited as possible causes of these 
syndromes. He advocated a high-protein and _ high- 
carbohydrate diet and eating meals dry ; soups should 
be forbidden. Potassium citrate, local anzsthesia, and 
ganglion blockers might relieve symptoms; in severe 
cases conversion to Billroth-1 gastrectomy gave good 
results. 

Mr. A. W. Kay discussed the management of bleeding 
peptic ulcers and suggested that they were, in the first 
instance, amenable to medical treatment. Operation was 
rarely advised for the initial bleeding, when the mortality 
was low, or for the long-term recurrence which in all 
respects resembled an initial hemorrhage. On the other 
hand, surgery should always be considered in patients 
over the age of 50, as in this group the mortality rose 
steeply, or when there was a history of a chronic ulcer, 
particularly if this was gastric. An acute ulcer was 
unlikely to cause fatal bleeding. Surgery was undoubtedly 
required where there was continuing or rapidly recurring 
hemorrhage, where there were added complications of 
the ulcer (perforation or stenosis), or where pain persisted 
after the initial bleeding. At operation the presence 
of blood in the gastric aspirate and the level of blood 
in the gut were guides to the site of bleeding. If no 
ulcer was palpable or visible and the bleeding was 
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coming from the stomach, an acute ulcer was the most 
likely source. The presence of an enlarged lymph-node 
at the origin of the left gastric artery was suggestive 
of a gastric ulcer. If no source of bleeding was apparent 
the stomach was not to be opened but a blind gastrectomy 
performed. If examination of the excised specimen did 
not reveal the lesion causing the bleeding the gastric 
remnant was inspected and any lesion dealt with. 


Treatment of Carcinoma of Colon 


Professor GOLIGHER said one would expect to save 
half the patients with carcinoma of the rectum. Three- 
quarters of the cases seen were operable. Local fixation 
of the growth, as estimated on rectal examination, was a 
completely untrustworthy sign of inoperability. Pallia- 
tive resection should be performed wherever possible ; 
11/,-2 vears of comfortable life might be obtained by the 
patient with liver metastases. For growths below the 
peritoneal reflexion, abdominoperineal resection was 
indicated. If the growth was in the upper third of the 
rectum, low anterior resection gave as good results and 
maintained a continent anus. Lesions here would be 
more than 10 em. from the anal verge on sigmoidoscopy 
and just within reach of the palpating finger. The only 
certain sign that the blood-supply to the anastomosis 
was adequate was arterial bleeding in the cut meso- 
colon or bowel. If there was doubt as to the integrity 
of the anastomosis, a temporary transverse colostomy 
was advisable; an extraperitoneal drain was left in 
place for 7-8 days. In acute obstruction due to cancer 
of the right colon, immediate resection and anastomosis 
was usually’ possible ; if the ileocecal valve was incom- 
petent and the ileum distended it should be decompressed 
by catheter. In obstructing lesions of the left colon, either 
transverse colostomy or cxcostomy would relieve the 
obstruction. In obstructing lesions of the transverse 
colon, the colostomy should be placed next to the growth, 
for the cancer and colostomy could be simultaneously 
excised later. 

Mr. Kerr said that, as cancer of the rectum rarely 
led to obstruction, a palliative colostomy should never 
be performed. Radiotherapy was beneficial for perineal 
recurrence. 

Gastro-intestinal Hormones 

Dr. Carp said that the evidence for the presence of 
humoral factors in the intestinal tract of man was not 
good. It was now possible to localise accurately and study 
the cells of origin of a hormone, by administering the 
appropriate antihormone, which caused a reaction in those 
cells. The blood-supply to the stomach was enormous; 
50 volumes of blood was required to produce 1 volume of 
0-16 M HCl. 0-004 ug. of histamine per kg. body-weight 
per hour (a dose well within the physiological range) 
by constant intravenous infusion could induce acid 
gastric secretion. He believed that gastrin was a hista- 
mine-liberator. The use of secretin was well established 
in the diagnosis of pancreatic disorders. In relapsing 
pancreatitis the administration of morphine with secretin 
prevented a flow of pancreatic juice and reproduced the 
pain. After sphincterotomy the test gave a good flow 
of pancreatic juice and no pain. Recent reports had 
suggested that pancreozymin contained a gall-bladder- 
contracting substance. Fat in the duodenum inhibited 
gastric motility and secretion by release of the hormone 
enterogastrone, which inhibited all types of gastric 
secretion and protected dogs against the development 
of peptic ulcer after the Mann-Williamson operation. 
Urogastrone, the excretory product of enterogastrone, 
was known to inhibit histamine and induce gastric 
secretion in man. 

Mr. H. I. Tanker suggested that histamine could 
stimulate pancreatic secretion—an effect blocked by 
atropine. Mr. Smiru presented data which demonstrated 
that extracted gastrin liberated histamine in all tissues. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


Now that the well-informed have disposed of the 
Times’s Christmas tests of knowledge, they may care 
to try the menu of last Saturday’s medical banquet in 
Amsterdam. The outside presented few difficulties : 

Singule Dapes (it said) appositae in Epulis Sollemnibus 
Nonis Ianuariis MCMLVII propter Ephemeridem Neerlandi- 
cam pro Medicina centum annos vigentem. 


But now we came to the essentials : 

Promulsis cum cancro 
Ius testudinis in calice 

Vinum ex vinea aulica Wehlenensi MCMLIITI 
Summa solea more Archimagiri 
Solana tuberosa Britanno modo 
Phasianus assus 
Brassica salita ornata 
Poma cocta mix 

Vinum ex vinea Beine MCMLIII 
Casei selecti 
Placenta ex ovis cocta, glacie sub spuma latente 

Vinum spumans siccum (Perrier Jouet) 


It was about 20 to 1 when we adjourned for 
Cafeeum 
Coniacum et liquores 
feeling that the evening had been well begun. 
* 


Not far from the American border in this part of the 
world there used to be a place called Fort Whoop Up 
where American whisky traders ran trading-posts to sell 
liquor to Indians in Canada. This led to such lawlessness 
that a body of men known as the North West Mounted 
Police established itself in the same area under Colonel 
McLeod at a place that has become the town of Fort 
McLeod. Fort Whoop Up is now nothing but a Historic 
Site. 

Times change. The N.W.M.P. has become the R.C.M.P. 
The provincial government has established trading-posts 
known as government liquor stores where any man who 
pays fifty cents for a permit can go and buy as much 
hard liquor as he likes, provided he pays for it and is 
not Indian. Gasoline in abundance from local oil-wells 
provides power to drive cars at high speeds, faster than 
the fastest horses of the days of Fort Whoop Up. By 
these means many casualties enter hospitals, and some 
go to the funeral parlours. Many cars are wrecked, and 
prosecutions for “ impaired ’’ driving bring revenue to 
the government in addition to the profit from the liquor 
stores and the gasoline tax. 

This whooping-it-up state of affairs is mildly endemic 
throughout the year, but about Christmas and New Year 
it used to become epidemic, until a few years ago, when 
the Alberta Safety Council began to deal with it prophy- 
lactically. The council is helped by the newspapers and 
radio stations and their advertisers, commercial firms, 
motoring organisations, and the city police in Calgary. 
Here cars may be seen bearing curious bumper legends, 
such as “ Drive like Lightning: Crash like Thunder.” 
Another jingle of the campaign is, ‘“‘ Stay Alert, Stay 
Alive, Make it Coffee when you drive.’’ Badges distri- 
buted to truck-drivers bear the motto, ‘‘ No thanks, 
I drive a truck.” A distillery advertises that, ‘‘ Men who 
think of Tomorrow practise Moderation Today.” 

The culmination of the campaign is at the peak of the 
epidemic. In Calgary since 1950 the police will, by 
request, drive you home on Christmas Eve and New 
Year’s Eve if you lack sobriety but retain wisdom. The 
too convivial driver will be driven home, and his car will 
be driven home too if there is somebody to take charge 
of the keys. Otherwise the car will be parked overnight 
and may be claimed when the owner recovers. This 
duty is undertaken by unpaid volunteers of the police 
department, and no charge is made for their services. 
It is strictly understood that their attitude is one of 
sympathetic assistance, and that no action will be taken 
against the driver who asks for help and doesn’t drive. 
But the most awful penalties are promised to him who 
is found to be “ impaired’ and driving. The year this 
service was started the number of accidents over 
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Christmas and the New Year fell from 65 to 13 and has 
never risen above 12 since. Calgary’s methods may be 
unorthodox but they seem to be effective. 


antes at work must be as old as man. The Hebridean 
woman churning milk, the Negro slave chopping wood, the 
sailor hauling in the mains’], and the boatman with his 
Volga boat, were all employed in monotonous physical 
tasks rendered tolerable and even pleasurable by a 
sort of mass hypnosis. A happy custom and we are the 
worse for losing this capacity to burst into an appro- 
priate lyric when about our everyday chores. It is good 
news, therefore, that a Cobbleigh Committee is sitting 
at Widdicombe-in-the-Moor to select occupational songs 
for the medical profession. 

Two Lovely Black Eyes is suggested for casualty 
officers, and Dry Bones for orthopedic surgeons. Cardio- 
logists will trill Boom, Why Does my Heart Go Boom 
in close harmony between patients, and pediatricians 
will take readily to Sleep, Baby, Sleep. This song was 
put forward first for anesthetists, but Two Sleepy People 
was felt to be more appropriate. Of contemporary songs, 
Shake Rattle and Roll might suit the physiotherapists, 
and Rock Around the Clock the maternity department. 
The committee is not neglecting the Greater Medical 
Profession: medical statisticians will have the first 
99 verses of One Man Went to Mow, and hospital 
administrators and home sister You Can’t do That 
There ’Ere. For the rest of the nurses Tea for Two is 
suggested. For psycho-analysts there was a wide range 
of choice. My Dreams are Getting Better all the Time 
was considered, but in the end the committee recom- 
mended the old song that goes We've Been Together 
Now for Forty Years, and it Don’t Seem a Day Too Much. 


* * * 


The Medical Superintendent had thrown a Christmas 
party and was gazing out of the window with pride at 
a gigantic fir tree in the grounds which was blazing with 
coloured lamps. A visiting psychiatrist clapped him on 
the shoulder. 

“* T say, old boy, that’s a terrific show ; how did you get the 
lamps ?”’ 

‘“* Oh, they are just replacements from the stores and we got 
the depressives to spray them with lacquer.”’ 

“Yes, but who foots the bill for the extra current ?”’ 

“There isn’t any.”’ 

come ?”’ 

“Oh, we just replaced all the hundred-watt bulbs in the 
nurses’ home with twenty-fives.”’ 


* * 


I believe an ancient word for physician meant “ one 
who knows urine,”’ and many old pictures of the physician 
show him holding up a vessel of urine to the light. My 
old chief used to start his round in the side-room where 
the urines of all his patients were displayed in conical 
glasses. All this seems to havé gone now and urine has 
become a rare commodity. Nurses are tidier than ever 
and all specimens are sent quickly to the path. lab. or 
sluiced away. I no longer see urine but only typewritten 
slips of paper describing it. 


* * 


I was driving along a quiet country lane on my morning 
round when a small car, driven by a woman, shot out 
of a side turning and came to a sudden stop alongside 
me. She gesticulated wildly and shouted “ Pig.’ I 
was somewhat taken aback at this and, feeling much 
aggrieved, I wound down my own window, shouted 
‘** And pig to you,’”’ slammed into gear, and drove round 
the corner, where, wandering in the road, was the largest 
pig I'd ever seen. 

* * 


One of my junior colleagues preferred to avoid the 
contacts and the accuracy involved in claiming mileage. 
Now “they” won’t give him petrol coupons. I have 
been trying to push his case, but... 

Fabius Cunctator 
Sired my 
Administrator. 
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Letters to the Editor 


FUTURE OF NURSING 


Sir,—I should like to give complete support to 
Dr. Ritchie Russell (Dec. 15). The statement of policy 
from the Royal College of Nursing must surely have been 
formulated after a study of the report of the Nuffield 
Provincial Hospitals’ Trust on ‘‘ The Work of Nurses 
in Hospital Wards”’ (1953), yet its aims are in many 
ways out of harmony with this. The report pointed out 
that those State-registered nurses who remain in the 
hospitals spend their time in the main watching student 
nurses do the actual work. And it is generally well 
known that few s.r.N.s do in fact devote themselves 
ultimately to the techniques of nursing. 

The new proposals seem to increase these tendencies, 
so that one may justifiably ask what will be the object 
of becoming a trained nurse. 

Anyone who has recently visited hospitals in the 
United States will have noticed the reductio ad absurdum 
which the craving of nurses for academic status has 
created in that country. In hospitals other than those 
staffed by nuns, the graduate nurses in charge of beds 
tend to sit majestically at desks outside their wards, 
doing the ‘‘ office work’’ and making critical (though 
often pertinent) comments on such matters as the blood 
chemistry of their patients. The real nursing is done 
either by orderlies or by the patients’ relatives. 

In medicine the aim of most of us in qualifying is to 
practise our craft; very few of us become medical 
administrators or devote ourselves wholly to teaching. 
So should it be in nursing. 

Finally, if the nurses and the doctors are in the future 
to belong to parallel services, what is to be the fate of 
the patient ? Whose will be the ultimate responsibility 
for his care? Many of us have noticed with concern 
a growing lack of acceptance by senior members of the 
nursing profession that they belong to an auxiliary 
service which must be subordinate to the doctors, and 
which cannot possibly have an independent existence. 
If the Royal College of Nursing made public acknow- 
ledgment of this fact, and used its influence to ensure 
that nurses in training are given the same opportunity 
to live their personal lives as is accorded to students in 
other spheres, nursing would have no lack of recruits. 


Radcliffe Infirmary, 
Oxford. 


RonaLtp MACBETH. 

Srr,—I would like to endorse the views put forward 
by Professor Vining and Mr. Brian Watkin (Dec. 29), 
and also to thank Professor Vining for his admirable 
statement of the complex range of duties for which 
nurses must now be trained. 


A further point which might be emphasised is the numerical 
importance of nurses in the National Health Service. It 
must be recognised that senior members of the nursing staff, 
in both hospital and public-health services, generally carry 
direct responsibility for the work of a greater number of 
people than the senior officer in any other section of the services. 
Unless these leaders have good intelligence, a sound know- 
ledge of the principles of administration, and the wisdom 
to deal with a wide range of human problems, wastage will 
be severely aggravated. 

The age of entry into training needs further consideration ; 
but, although it seems necessary to establish a minimum, 
should this be chronological age alone ? The patient, male or 
female, expects from the nurse a maternal attitude, and 
this is developed by girls at varying ages. Some girls of 17 
are more mature than others of 19. If an accurate assessment 
of maturity could be made, this would be more important 
than age in years. 

The pressing problem of the status of the State-enrolled 
assistant nurse urgently demands attention, and perhaps 
the easiest step towards improvement would be a change 
in title to “‘ State-enrolled nurse.’’ It is regrettable that the 
Royal College of Nursing, in its otherwise valuable state- 
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ment on policy, has not recognised the need for promotion. 
Team-work would offer more interesting duties to the S.E.a.N. ; 
but would this alone be sufficient to attract recruits in the 
numbers we require ? Ambitions may well soar higher than 
providing ‘‘a much needed stable element in the team.”’ 
Is there any reason why experienced assistant nurses should 
not become ward sisters in certain fields, particularly that 
of geriatrics, in which their reputation is so firmly established ? 
They should be, at least, as good as the inexperienced and 
sometimes inadequately trained State-registered nurse. 

Lastly, with regard to the vexed question of “‘ common 
entry ’’ versus two types of training, is Dr. Ritchie Russell 
not aware of the generally accepted principle that students 
of widely different intellectual ability cannot be taught 
together ? If they could, the 11+ examination and A, B, 
and C streams in the schools would be superfluous. If it is 
agreed that nursing has room for women of different levels of 
intelligence and academic ability it is surely reasonable to 
accept two streams, or types of training. 


I would like to allay some of Professor Vining’s fears 
about picking ‘‘‘ high ups’ at the start of training.” 
Certainly a university course should not be a passport 
to high office. It should only give a better preparation 
for leadership to the candidate who also develops the 
qualities of mind, personality, and character needed by 
the leader. It may also be hoped that some of those 
who would have the advantage of a university course 
would choose to remain in the field, in close contact 
with patients, just as some of our most able members 
today remain as ward sisters, health visitors, and district 
nurses, instead of stepping into administration. The 
influence of these women who have the ability for senior 
appointments, but choose the more practical aspects 
of nursing work, cannot be overestimated. 


Leeds. Joyce AKESTER. 


Srr,—We have long advocated a scheme of training 
like that suggested by Dr. Ritchie Russell. Its purpose 
is to encourage recruitment and to avoid on the one 
hand the wastage due to inability to pass the State 
examinations and on the other the alleged frustration 
of the more intellectual candidate. 

The assistant-nurse scheme recognises and has proved 
the value of the ‘‘ ordinary nurse,’’ and it is surely 
absurd to speak of downgrading a nurse’s status by 
teaching her the basic technique of nursing. We consider 
that the minimum age of entry for hospital training 
should be reduced to 17, that candidates must have 
reached a reasonable standard of general education, 
and that the present assistant-nurse training and 
‘** assessment ’’ should be taken by all candidates, and 
should lead to qualification as a ‘‘ State-registered 
assistant nurse.’’ No difficulty should attach to post- 
ponement of the assessment in the case of the slower 
candidates, nor should there be any slur upon those who 
continue for the rest of their lives in this grade. There 
should, however, be a grade of ‘‘ senior assistant nurse,”’ 
with higher pay, obtainable by promotion by those who 
have served for say ten years in a hospital. 

During the two years of basic training it will have 
become evident which nurses are fitted for advanced 
training. These candidates, who should possess the 
General Certificate of Education or equivalent general 
educational qualification, should proceed to a third 
year of training and to an examination in the theory and 
practice of nursing to enable them to qualify as ‘* State- 
registered nurses.’’ This training, in our opinion, should 
include a course in pharmacology, and State-registered 
nurses should have the same duty as the pharmacist 
to question dosage. No-one should become a hospital 
staff nurse without this qualification, and no-one should 
be appointed sister who has not had a minimum experi- 
ence of one year as a staff nurse in either a general or a 
special hospital. 

For those of academic ability and inclination there is 
already a diploma of nursing obtainable at London 
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University. This might be taken by aspirants to teaching 
or higher administrative posts. Nursing, in our view, is 
a subject totally inappropriate to a university curriculum 
leading to a degree, 

G. M. WaucHOPE 

Hove, Sussex. C. M. 

Srtr,—Lest Dr. Thomas Anderson should again be dis- 
appointed, I hasten to write in support of his letter of 
last week. 

For many years I have been personally concerned 
with the teaching and training of nurses in two very 
large mental-deficiency hospitals. During that period 
I have seen the standard of nursing raised considerably, 
only to fall again. The General Nursing Council are 
now the only examining body for mental nurses, and the 
preliminary examination of that body is quite inade- 
quately related to the experience which a first-year 
student nurse gains in the wards. The syllabus for that 
examination makes no mention of the nature of mental 
illness, or of mental defect, of the special needs of such 
patients, or of the reasons for the special methods used 
in nursing them. On the other hand, the academic 
fevel required in anatomy, physiology, communal health, 
and bacteriology has been steadily raised. 

The number of female nurses who complete their 
training as mental or mental-deficiency nurses is quite 
inadequate, and the proportion of trained nurses has 
fallen to a dangerously low level. 

The Ministry of Health is now pushing forward a 
scheme for the instruction of *‘ nursing assistants ’’— 
clearly with a view to introducing a grade in mental 
nursing corresponding to the State-enrolled assistant 
nurse. The inefficient handling of mental patients can 
produce results which are very serious for the patient, 
and which raise serious difficulties in administration. 
This official attempt to perpetuate the present shortage 
of trained staff can only result in a lowering of the 
standards of care and treatment available for mental 
patients. 

Like Dr. Anderson, I take the view that it is our duty, 
as the doctors responsible for the care of these patients, 
to protest, and to do whatever we can to impress upon 
the Minister of Health that nurses must work under the 
direction of doctors, and that senior medical staff in 
every branch of medicine should have a much greater 
influence in prescribing the standards of training and 
examination of the nurses who have the immediate 
care of patients. 

In conclusion, may I underline one of Dr. Anderson’s 
points ? What our hospitals need are far more ordinary 
nurses—i.e., staff nurses, trained to undertake the routine 
care of patients efficiently. From their ranks will emerge 
those capable, after further training, of accepting the 
responsibilities of the higher nursing posts. 


Brockhall, 
Langho, near Blackburn. D. J. Roser. 


X RAYS AND LEUKAMIA 

Sir,—We appreciate the way in which Dr. Rabinowitch 
(Dec. 15) has clearly depicted the fundamental issue at 
stake—that is, whether there is a threshold dose of 
radiation below which leukemia in man is not induced. 
Dr. Rabinowitch weighs the evidence and concludes that 
such a threshold is tikely to exist and that it may lie 
between 100 and 200r; in our view the present evidence 
is insufficient to justify this belief. 

The principal weakness in Dr. Rabinowitch’s argument 
is that he has not adequately taken into account the very 
large numbers of persons who need to be studied in order 
to establish the presence or absence of an effect from 
doses of radiation as low as those that may be received 
during the course of diagnostic radiology. Thus, on the 
assumption of a simple proportional relationship between 


dose and effect, a reasonable estimate is that a dose of 
lr averaged over the red bone-marrow of the whole body 
would cause about 1 case of leukemia annually in a 
population of 1,000,000 people. Bearing in mind that in 
the general population, aged 15 years and over, the 
incidence of leukzemia is “approximately 50 cases per 
1,000,000 persons per year, it can be shown that about 
20,000,000 persons, each exposed to a mean marrow 
dose of Ir in excess of that received by the general 
population, would probably have to be observed for a 
period of ten years before the excess of cases could be 
recognised. If the average marrow-dose were about 
20r, a population as large as about 50,000 persons would 
need to be observed for the same period. Even the latter 
project would be formidable but it is not impossible ; 
and we must face the fact that if this important problem 
is to be solved, projects may well have to be mounted on 
this scale. 

It is not perhaps generally realised that similar 
limiting conditions have also been found in the investi- 
gation of the incidence of radiation-induced gene 
mutations. According to Muller, the lowest radiation 
dose level at which it has been possible to observe the 
excess of lethals resulting from the irradiation of droso- 
phila sperm is 25r.!_ Nevertheless, above this level the 
form of the relationship between dose and response is 
such that geneticists have postulated with considerable 


_ confidence that no threshold dose exists for the induction 


of gene mutations, and this postulate has been accepted 
in practice, 

With regard to Dr. Rabinowitch’s specific arguments, 
we would make the following comments : 


(1) It is not, to us, surprising that none of the children 
of the 205 women who were pregnant when they were 
exposed to the atomic explosion at Hiroshima have 
developed leukemia. In fact only 4 of the mothers were 
exposed at distances of under 10U0 metres and 145 were 
2000 metres or more from the hypocentre. From data 
published by the United States authorities, estimates 
can be made of the doses of prompt y-radiation that 
would have been received by persons standing unpro- 
tected in the open at varying distances from the point 
of explosion. These suggest that the dose at 1000 metres 
would be not less than 1400r and at over 2000 metres it 
would be not more than about 8r.*+ The dose resulting 
from such fallout as occurred in Hiroshima is not likely 
to have increased the total doses substantially above those 
resulting from the prompt radiation. The fact that the 
women exposed at less than 1000 metres survived, 
indicates that they must have been heavily shielded from 
irradiation, presumably by buildings, as a dose of 1400r 
to the whole body would cause acute radiation death in 
all persons. Many, if not all, of the mothers exposed at 
greater distances would also have been shielded to some 
extent, so that on average these mothers, even those 
2000 metres or more from the hypocentre, will have 
received appreciably smaller doses than those estimated 
above. While, therefore, all these mothers, and their 
children, may have suffered some increase in their 
probability of developing leukemia, it is our view that 
the population exposed was far too small, relative to the 
doses received, for it to be likely that even one case of 
leukeemia would have been subsequently observed either 
amongst the mothers or their children. 

(2) With regard to the general incidence of leuksemia 
among survivors in Hiroshima and Nagasaki, Dr. 
Rabinowitch argues that no increase has occurred among 
persons exposed beyond 2000 metres and that doses of 
between 100 and 200r must have been received at this 
distance since many instances of “ radiation sickness ” 
have been reported. Like many others interested in the 
problem, we believe that such reports of radiation sickness 
should be treated with reserve. It has already been 
pointed out that the available physical data suggest that 
survivors exposed at more than 2000 metres received doses 
. Muller, H. J. Radiation Biology. New York, 1954; p. 476. 

. Effects of Atomic Weapons. New York, 1950. 
. Medical Research mee Report. Cisd. 9780. H.M. Stationery 
Office, 1956; p. 15 
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of not more than about 8r of prompt y-radiation, and 
radiotherapeutic experience shows that whole-body 
doses of X rays of this order do not cause radiation 
sickness. The most likely explanation of the reported 
instances of ‘‘ radiation sickness” is that a feeling of 
malaise with some nausea, and even frank vomiting and 
diarrhoea, may occur in anyone subjected to sufficient 
physical and emotional stress. However, the data on the 
ratio of the observed number of cases of leukzemia to the 
expected number at varying distances from the hypo- 
centre among Hiroshima survivors show that there is, in 
fact, a steady fall from about 100 to 1 for those exposed 
at less than 1000 metres to about 1-5 to 1 for those 
between 2000 and 3000 metres and that the ratio is still 
above | to | (i.e., 1-2 to 1) for those over 3000 metres.* 
The numbers of cases are, however, too small to be able 


to conclude that the incidence has definitely been 
increased at these two latter distances. The populations 
of survivors are estimated to be 30,350 and 37,350 


persons respectively, and the data refer to an eight-year 
period of observation. As has already been pointed out, 
a population of 50,000 persons exposed to a mean 
marrow dose of as much as 20r may well have to be 
observed for a period of ten years before any significant 
excess of cases of leukemia can be recognised. 

(3) Dr. Rabinowitch quotes our own preliminary data 
on the incidence of leukemia in 13,352 patients treated 
with X rays for ankylosing spondylitis,® and points out 
that, whereas 35 cases of leukemia were found in those 
patients who had received a maximum dose in the spinal 
marrow of 500r or more, only 2 were found among those 
who had received doses of less than 500r. These data,’ 
however, should not be taken as evidence in favour of a 
threshold effect ; for, if they are taken at their face value, 
it must be concluded that the number of cases observed 
at each level of dose is, in relation to the number of 
patients exposed, proportional to the dose received and 
hence the data tend rather to support the hypothesis 
that no threshold dose exists. 

(4) The data on radiation-induced leukemia in animals 
are complex and the conclusions based on them can be 
applied to humans only with the greatest caution—if 
at all. In the first place, there exist considerable species 
differences in susceptibility, and leukemia is less easily 
induced in the dog, the guineapig, or the rat than it is in 
the mouse. There now seems little doubt that man has a 
higher sensitivity to the induction of leukemia than 
many other mammals. Secondly, most animal observa- 
tions have been made on mice, and Furth and Upton 
and other writers have now shown that in this animal 3 
different forms of leukemia may be induced—a thymic 
lymphoma, a non-thymic lymphoma, and a myeloid 
leukemia. The facility with which these various tumours 
are induced seems to depend on several factors apart from 
radiation, such as the breed of mouse, sex, age at the time 
of irradiation, hormonal state, &c. Certainly, Furth 
and Upton did report that the combined incidence of 
both types of lymphoma in untreated ageing RF male 
mice was about equal to that in their group of male mice 
exposed to neutron irradiation, up to _ biologically 
equivalent doses of about 500r*; but it is probably 
unwise to generalise from such observations to man— 
particularly since Furth and Upton reported an increase 
of myeloid leukemia in their irradiated animals, and 
human radiation-induced leukemias are mainly of this 
variety. Thirdly, it is only within the last year that the 
problem of the incidence of leukzemia in relation to low 
levels of radiation has assumed such importance. Pub- 
lished animal experiments have not been designed to 
investigate this particular point; if they had been, the 
experimental designs would have been different and the 
numbers of animals used much greater. 


In conclusion, we should like to point out that 
leukemia is only one of the delayed effects of irradiation. 
It so happens that to date most attention has been paid 
to this effect, but there are undoubtedly others such as 
the production of other tumours, and there is also the 
possibility that there may be a general effect on the 


4. Court Brown, W. M., Doll, R. 

5. Ibid, p. 87. 

6. rv, J., Upton, A. C. Leukemia Research. London, 1954; 
Pp. 6. 


Ibid, p. 84. 
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expectation of life, to which attention has been recently 
drawn by Shields Warren.’ Such effects may be additive, 
and the total risk run by a given individual after a given 
radiation dose will presumably not be fully described by 
his enhanced risk of developing leuke#mia. But whether 
it is proper to extrapolate from existing data and to 
estimate quantitatively the size of the very small effect 
to be anticipated with the low doses used in diagnostic 
radiology is uncertain. It is evident that, in this era 
when the medical and industrial uses of atomic energy 
are expanding so rapidly, it is of basic importance to 
determine whether threshold doses for the induction of 
these delayed somatic effects exist. 


Group for Research into the 
General Effects of Radiation, 
Radiotherapy Institute, 
Western General Hospital, 
Edinburgh. 


W. M. Court Brown 
RicHarD DOLL. 


HEAD INJURIES 


Srr,—One has reason to believe that °0°% of casualty 
cases are first seen at non-teaching hospitals,* and that 
most of these hospitals are faced with the problems 
outlined in your leader of Dec. 22. It is, in fact, a great 
credit to the casualty departments in this country that 
the mishaps you refer to are so few, when there is no 
clear policy that I have ever heard of for the disposal of 
head-injury cases brought in the first instance to outlying 
hospitals. I have puzzled over it for many years and 
am little further on than when I started. The only course 
one can adopt is to admit everything one possibly can 
and to hope that the inevitable piece of bad luck will 
land on some other hospital’s doorstep. 

In deciding what to send on to the neurosurgical centre 
the situation is little better. One cannot, in all fairness, 
send everything, and one seldom knows what proportion 
of those sent have profited by it. I do not believe one 
should send head injuries merely because they are severe. 
It may be, as we are told by the neurosurgeons, that 
patients with head injuries travel well; but many are 
moribund when they are first seen, and it is wrong that 
someone who is going to die should do so in an ambulance 
or soon after admission to a strange and sometimes 
distant hospital. Not only is it wrong, but it may be 
said that the transfer precipitated the fatality, and it 
is hard to hold to a theoretical opinion in the face of an 
individual tragedy. The casualty officer or the inpatient 
emergency surgeon is often faced with a dilemma—to 
risk the upset of these mishaps, or to hold onto a case 
which might profit by prompt transfer. I find it very 
difficult to give a confident prognosis soon after a severe 
head injury, and the silent extradural hemorrhage can 
deceive anyone. Moreover, clinical judgment must be 
tempered by knowledge of transport and other resources, 
because the disposal of accident cases is almost 4s much 
a geographical problem as a surgical one. (My suggestions 
for improvement in this direction have been described 
as ‘‘semi-military,”® but I do not know if this was 
intended as half a compliment or half a criticism.) 

The present development seems to be to put small 
neurosurgical ‘‘ metastases’ from the regional centres 
into suitable peripheral hospitals, as soon as the multipli- 
cation of neurosurgeons is adequate to staff them. But 
how far is this to go? Do we aim at a head-injury unit 
at every crossroads, and if so, how much will it cost and 
how long must we wait to get it ? 

It would, to my mind, be much more sensible, as well 
as much less expensive, to integrate and educate the 
resources at present available for selecting these cases, 
and for carrying out such preliminary treatment as will 
help any later specialised procedures. They are admitted 


7. Warren, S. J. Amer. med. Ass. 1956, 162, 464. 
8. Lowden, T. G. Lancet, 1956, i, 955. 
9. Capener, N. Ibid, 1956, ii, 92. 
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to our wards or seen in our casualty-rooms. We want 
\to know, more precisely than we do at present, what 
| type of case need not be transferred, what type it is useless 
‘to transfer, and, most particularly of all, what should 
}guide us in deciding whether to send a case on, to ask a 
| neurosurgeon out to see it, or to get on with it ourselves. 

| Neurosurgical units are busy, progressive institutions, 
but a new operation for cerebrospinal rhinorrhea, or a 
post-mortem report on ruptured cesophagus (though I 
find them interesting enough) are of little practical value 
to us ‘‘ on the periphery.’’ We would welcome a clear 
lead from them on the points I have mentioned, covering 
ja problem which (if your figures can be applied more 
generally) affects 50,000 Britons every year. 


Sunderland. T. G. LowpeEn. 


DANGEROUS CONTAMINANTS IN STORED 
BLOOD 


Srr,—Apparently Dr. Discombe, who wrote last week, 
infers from my letter that the contamination-rate in 
consequence of opening bottles of blood for cross- 
jmatching in hospital laboratories is 5-1% ; but, for the 
irfasons stated in my letter, this is not so. Neither 
hospital pathologists nor transfusion-laboratory directors 
can help it if bottles of blood opened in their laboratories 
for cross-matching are again opened, but not used, in 
wards or operating-theatres. Such opening is bound to 
increase the contamination-rate. 

As to pilot tubes, I have no desire to embark on a 
discussion on so controversial a matter except to say 
that pathologists and technicians having the necessary 
training can, and do, sample bottles of blood with very 
low contamination-rate. Also, it has to be borne in 
mind that occasional bottles will be contaminated at 
iphlebotomy. In either event the contaminating organisms 
will probably always be non-pathogenic. Provided the 
blood is used within the prescribed period of opening 
ithe bottle, and refrigeration of the blood is constant, 
ino harm is likely to ensue in transfusion, as experience 
has abundantly shown. Trouble from infection of blood 
is, of course, only too likely to arise from mishandling 
of blood after it has left the laboratory. Without doubt 
the taking of samples of blood from bottles, and the 
cross-matching of blood, should never be permitted by 
any persons—doctors or technicians—lacking the appro- 
priate training and experience. For obvious reasons the 
same rigid standards of aseptic technique in taking blood 
samples ought to apply to pilot tubes as to blood bottles. 


Regional Transfusion Centre, 
Rhyd Lafar, near Cardiff. 


R. Drummonp. 

Sir,—Dr. Discombe states that bacterial contamina- 
tion kills about 1 in 350,000. Dr. Drummond (Dee. 15) 
finds that 5-1% of entered bottles are contaminated. 
Dr. Discombe hesitates to enter the main bottle and 
relies on the pilot bottle for all his tests. I consider 
that pilot bottles are reliable ; but not all pathologists 
agree——they quote cases where the pilot bottle contained 
blood antigenically different to the contents of the main 
bottle. One has to see their point of view. There will be 
general agreement that it is undesirable to enter the 
main bottle unless some strong indication exists—e.g., 
to give ‘‘ packed ”’ cells. Even so, contamination can be 
reduced to a minimum by using a long sterile steel needle 
* suction, and a second needle, guarded by an air- 
ilter, for the ingress of air. Dr. Discombe may get his 
ficure of 1 in 350,000 from published statistics. The 
bjection here is that not all deaths from this cause are 
A blished ; it is possible that some are not even suspected. 
‘he procedure for establishing that death was due to 
toataminated blood can be quite difficult. Even if the 
hu ttle of blood is removed during the course of the trans- 
fu.ion—without exposure to the air—and taken immedi- 
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ately to the laboratory, where tests are performed without 
delay, the blood still may have been contaminated at the 
time of use, and not at the time of taking from the donor 
or during storage. 

As blood escapes from the main bottle and enters the 
veins of the recipient, every volume of blood is replaced— 
while the blood is flowing—by an equal volume of air. 
Strictly, this replacement air should be filtered. Only 
too often it is not: because the drip has stopped or 
slowed and someone finds that the rate of flow can be 
restored by removing the filter. Possibly, also, the filter 
has become wet with blood, and constitutes a real 
obstacle. It is sometimes possible to detect contamina- 
tion of the blood in the main bottle by careful inspection 
(without removing the bung). The well-known line of 
hemolysis at the junction of plasma and cells, the gas 
bubbles caught in the top layer of plasma, or the gas 
sometimes seen bubbling up through the cells into the 
plasma are all indications. Once a bottle has been 
shaken it is difficult to detect contamination by inspection, 
in the absence of a bottle centrifuge, for which I should 
like to make a plea. 

Another useful sign is a loose bung. This is a rare 
occurrence with modern equipment; but only a few 
years ago a loose bung was not very rare. A loose bung 
allows contaminated air to be sucked into the main 
bottle while the contained blood from the donor is 
cooling from body-temperafure down to 4°C. A perfect 
bottle of blood from a donor after cooling should contain a 
slight negative pressure. When the bottle is opened for 
actual use the absence of this negative pressure, or a 
slight positive pressure should make the user suspicious. 
Such an occasion would justify the test recommended by 
Dr. Aidin (Nov. 17 and Dee. 22) on the particular bottle 
under suspicion. Desperately ill patients have more than 
one bottle of blood prepared ; the transfusion can con- 
tinue with another tested bottle while the one that 
behaved suspiciously while being opened is subjected to 
the procedure recommended by Dr. Aidin. 


St. Margaret’s Hospital, 
Epping, Essex. 


ERADICATION OF TUBERCULOSIS 


Sir,—Dr. Beresford (Dec. 22) draws attention to the 
incompleteness of notification of tuberculosis. This 
defect is concisely illustrated by the 1500 cases each 
year whose tuberculosis is not known to public-health 
authorities until revealed by death certification. 

The reasons for the failure to notify tuberculosis 
include : 

(a) Apathy on the part of doctors in hospitals. 

(b) Assumption that cases have been previously notified 
when in fact this is not so. . 

(c) The view that the disease cannot ethically be disclosed 
to anyone except the person suffering from it. 


(a) It is understandable that those whose skill is 
concerned with the craft of treatment should overlook 
their menial duty of notification; but nevertheless, 
where courtesy fails, it is the statutory duty of the 
medical officer of health to initiate proceedings against 
defaulting medical practitioners. This duty is evaded. 

(b) The regulations require every medical practitioner 
who forms the opinion that a person is suffering from 
tuberculosis to notify the disease. If he has grounds*for 
believing that the case has already been notified, the 
medical practitioner diagnosing the diseases is not 
asked to refrain from notifying it. 

(c) We all tend to accept as an ethical necessity the 
practice of the mass-radiography units of keeping . 
confidential the names of those cases considered tuber- 
culous; but the fact is that, when the director of a 
mass-radiography unit forms the opinion from X-ray 
examination that a person is suffering from tuberculosis, 


FRANK MARSH. 
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his statutory duty is to notify the case to the medical 
officer of health. 

The value of notification lies not so much in its 
statistical use as in the help it gives in revealing tuber- 
culosis among the contacts of the person notified. 


Kent. J. H. Hupson. 


Dartford, 


FATS AND DISEASE 
Sir,—-The reopening of the correspondence (Dec. 8, 
p. 1211) on your leader of April 28! demonstrates 
how widely this argument occupies medical thinking. 
Whilst Dr. Gopalan confirms that sesame oil, which 


contains about 40% linoleic acid, lowers the serum- 
cholesterol level, Dr. Gofman and his colleagues state 
that ‘‘ the vegetable fat was not seen to have any specific 


lowering effect.”’. It is important to realise that certain 
unsaturated fats seem to have not an absolute but only 
a relative lowering effect on the serum-lipid level. The 
workers at the Donner Laboratory say that there were 
no significant differences in S, 0-20 lipoprotein content 
during the two experimental periods when their subjects 
derived 8% of their calories from mixed fat or 43% of 
their calories from non-hydrogenated cottonseed oil. 
But when the proportion of fat calories consisting of 
animal fats rose to 45% of the total daily caloric intake, 
the S, 0-20 lipoprotein class was raised by 39% as 
compared with the period when approximately the same 
amount of fat was given (i.e., 43°) but in the form of non- 
hydrogenated cottonseed oil. Thus there was a very 
definite difference in the S, 0-20 lipoprotein class when 
approximately isocaloric amounts of vegetable and animal 
fats were compared (the carbohydrate intake being 
practically the same). 

I have previously referred to some preliminary experi- 
ments? using pure corn oil and wheat-germ oil for 
lowering the serum-cholesterol level. Meanwhile I had 
the opportunity of administering corn-oil products in 
a more palatable form.’ 

The chart shows clearly that during the period of 
changing over to corn oil an immediate and substantial 
lowering of the serum-cholesterol proportional to the 
initial cholesterol level occurred. When corn oil was 
replaced by fats of animal origin a rebound took place 
within a week’stime. The diet of these six patients was 
ealorically not controlled. The intake of visible animal 
fat was, however, limited to about one teaspoonful of 
butter daily on their toast at breakfast. Unavoidably 
they obtained some further fats of animal origin in their 


1956, i, 557. 
A. Ibid, p. 689. 
Wigand, G. Minn. Med. 1955, 38, 864. 
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food, which contained, besides unlimited amount of 
carbohydrates, at least 4 oz. of lean meat, or 6 oz. of 
lean fish, daily. Hence their protein intake was adequate. 
Wholemeal bread, plenty of fresh green vegetables, and 
fresh fruit were taken. Tinned food was eliminated. 
During the period of experiment the patients had, 
incorporated into skim-milk and cheese, at least 60 g. 
corn oil daily (which contains 55-60% of linoleie acid), 
and an adequate supply of vitamins. 
My experiments were of short duration, but I have 
since seen patients in Lund kept on a similar diet for 
many months, with a continuous lowering of the serum- 
cholesterol level.4 

Though recognition of the cholesterol-lowering effect 
of certain vegetable and fish oils is of great scientific 
importance, the application of any conclusion derived 
from it to a complex condition such as coronary athero- 
sclerosis calls for great caution. A generation ago 
Aschoff was already teaching that deposition of lipids 
in the intima of arteries cannot be expected under any 
mechanical condition unless hypercholesterolemia is 
present. Only under the impact of concerted post-war 
research (discussed repeatedly in your columns during the 
past year! * ®-8) it has been assumed ‘ that any dietary 
factor that raises or lowers the level of §-lipoproteins 
in the blood will also, by implication, raise or lower the 
liability to myocardial infaretion.” ! 

The most difficult aspect is that in a patient with 
moderate atherosclerosis a comparatively small plaque 
somewhere in the coronary tree may give rise to gross 


myocardial infarction, whilst patients with severe 
generalised atherosclerosis may escape a coronary 


catastrophe for a long time. Coronary, but not generalised, 
atherosclerosis has been prevented, or even made 
regressive, in animal experiments,® but this difference 
in the production of the atherosclerotic lesions has not 
so far been observed in man. According to hospital 
statistics atheroma formation appears, if anything, to 
be no more extensive now than it was thirty to fifty 
years ago,!® but the rapid increase af myocardial 
infarction in recent decades is real ! }* and, as a common 
disease, it is new, not merely newly recognised.!° 

For nearly a hundred years, under the impact of 
Virchow’s cellular pathology and Pasteur’s discoveries, 
medical thinking was concentrated on finding one single 
causative factor of disease. The concept of a multiple 
etiology, rediscovered and applied to coronary heart- 
disease, might explain some of the hazards linked with 
recent investigations. Coronary heart-disease encountered 
at the bedside is the end-product of several processes, 
developed through many years partly unnoticed, in 
which quite different stimuli, singly or together, lead 
to the same pathogenic response—hypercholesterolemia. 
In the past I have discussed some of these apparently 
not interconnected stimuli,’* and have mentioned that 
on a fat-poor diet emotional stress may elevate the blood- 
cholesterol level.'4 May I add a few more points which 
were taken into consideration in the experiménts 
represented in the chart ? 

In highly industrialised countries, where the greater 
part of the population is engaged in full-time work in 
factories and offices, the tendency since the end of the 


first world war has been towards manipulating and 

4. Maimros H., Munke, A., Wigand, G. Conference on Athero- 
sclerosis, Basle, 1956 (in the press). 

5. Malmros, H., Munke, A., Wigand,G. Second European Congress 
of Cardiology, Stockholm, 1956 (in the press). 

6. Sinclair, H. M. Lancet, 1956, i, 38 

‘ 


-Stewart, B., Antonis, A., Eales, L., Brock, J. F. Ibid, 

. 521. 

8. x chroeder, H. A. Ibid, p. 1017. 

9. Pick, R., Stamler, J., Rodbard, S., Katz, N. L. Circulation, 
1951, 4, 468. 

10. Morris, J. N. Lancet, 1951, 

ll. Ryle, J. A., Russell, W. T. “Brit. owt Z. 1949, 11, 370. 

12. Martin, W. J. Brit. med. J. 19 

13. Leitner, Z. A. Proc. R. Soc. Mea. “sdee, 48. 
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processing food. The food industry has become more and 
more efficient in the presentation of foodstuffs, and 
also in improving their quality. This ‘‘ improving,”’ 
however, has many hidden pitfalls. To mention one 
example: .we are rightly assured that the modern 
canning process is so effective that canned fruit or 
vegetables often have a higher ascorbic-acid content 
than fresh fruit or vegetables stored for a long time. 
But it has only recently become known that the pyrid- 
oxine content of canned or processed food may be 
reduced. Nutritionists were seriously alarmed when 
Elvehjem found that American army combat rations 
used in Korea, consisting of a large variety of processed 
foods, were deficient in vitamin B, as judged by their 
effect on rhesus monkeys.!5 Other much-praised army 
rations containing highly processed ham, pork meat, 
and eggs were inadequate for rats, but they could be made 
good by substitution with freshly processed similar food.!* 
Dr. Sinelair has emphasised in your columns® the 
importance of the pyridoxal enzyme system in the 
intermediary metabolism with regard to the conversion 
of linoleic into arachidonic acid, and also the importance 
of flour of high extraction-rate. In order to prevent even 
marginal vitamin-B, deficiency, my patients received 
wholemeal bread, only fresh fruit and vegetables, and a 
generous supply of pyridoxine with their vitamins. 


Another aspect of possible vitamin deficiency has 
to be considered if unsaturated fatty acids are given 
to patients for a longer time or permanently. Already 
the discoverer of essential fatty acids found that during 
his experiments the vitamin-A stores in the experimental 
animals became depleted.'? Antagonistic effects of 
linoleic acid on carotenoids have been previously 
attributed to oxidation.'* As the normal adult liver 
carries a vitamin-A reserve sufficient for a year or longer,'® 
and our patients obtained at least 10,000 1.U. of vitamin A 
with their daily vitamin supply, no signs of deficiency 
could be detected during the short time of this 
experiment. 

The easy oxidability of unsaturated fatty acids is not 
necessarily heralded by a rancid pungent odour, especially 
during the earlier stages when only the labile peroxides 
are involved. There is now overwhelming evidence 
that the dietary intake of polyethenoid fatty acids 
seriously interferes with the metabolism of at least 
15 species of farm and laboratory animals. The exact 
mechanism of this metabolic disturbance is as yet 
unknown, but the action of the poly-unsaturated fatty 
acids—mainly present in marine oils—seems to affect 
the capacity of the tissues to utilise the potential free 
energy of the ingested food.*® The resulting pathological 
lesion affects the whole muscular system, leading to a 
muscular dystrophy involving occasionally the myo- 
cardium with changes in the E.c.G.; the extent of the 
lesions seems to vary in the different species of animals.” 
Most of these metabolic injuries ’’ can apparently be 
prevented or corrected by the administration of 
a-tocopherol.** Vitamin E, being the most powerful 
physiological antioxidant, will possibly prevent any 
oxidative rancidity ’’ in the intercellular metabolism 
even at the expense of its own destruction. The possibility 
of precipitating vitamin-E deficiency by administering 
unsaturated fatty acids was considered during our 
experiments. The corn oil used contained at the time 
of preparation about 108 mg. vitamin E per 100 ml., 
and this might have adequately protected my patients. 
In future experiments of longer duration it would, 
however, be absolutely necessary to follow up the serum- 
tocopherol levels. 


15. Tappan, D. V., Elvehjem, C. A. J. Nutrit. 1953, 51, 469. 

16. Tappan, D. V., Lewis, U. J., Methfessel, A. H., Elvehjem, C. A. 
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there is every reason to ‘bellows that 
man is unable as yet to adapt himself quickly to the 
plentiful and sophisticated food offered to him wherever 
Western civilisation penetrates in force. This type of 
nourishment, together with the Western way of life, 
uniformly raises the serum-cholesterol level indepen- 
dently of race. These factors seem to be instrumental 
in producing early and extensive arterial changes, and 
possibly altering the whole clotting mechanism. Replace- 
ment of animal fats by certain oils containing essential 
fatty acids reduces the serum-lipid levels. If this 
reduction could be maintained permanently, a novel 
approach for the treatment (and more so for the pre- 
vention) of coronary atherosclerosis would have been 
gained. There is urgent need for more extensive and 
coérdinated research, as inevitably there are some 
drawbacks connected with the rapid changing of long- 
established food habits. No doubt new lanes seem to 
have been opened to nutritional research, in which 
modern food industry is bound to take its part. I 
completely agree with Schroeder,*® however, that, though 
it may still take a long time to prove the reversal of 
arterial lesions by lowering the blood-cholesterol level 
in man, we now have tools with which more extensive 
investigations can be undertaken without great risks or 
inconvenience to patients. 

London, W.1. Z. A. LEITNER. 


TOWARDS TELEVISION GASTROSCOPY 


Srr,—In their most interesting letter of Dec. 22, 
Prof. Henry Wallman and Dr. Bengt Rosengren report 
their trials with a midget television-camera assembly 
inserted into the stomach. In Rheims Dr. Dubois de 
Montreynaud is routinely demonstrating endoscopic 
views on closed-circuit television in black-and-white 
to visitors to his clinic. He uses the Fourestier-Vulmiére- 
Gladu type of endoscope to project the field of view into 
a light-weight television camera developed for this 
purpose by Monsieur Minot. While we must wait with 
interest to see which of these two teams first produces 
practicably useful colour-television images, I feel the 
French system preferable in principle, because it is 
sensible to keep high-voltage television equipment 
outside the patient’s body. 

London, W.1. BRIAN STANFORD. 


THE USE OF PLASMA 


Sir,—In recent correspondence the relative merits and 
the cost of plasma and dextran have been discussed.! 
Some observations concerning costs and also the capacity 
of these products to correct haemostatic defects require 
further comment. 

To attach a theoretical price to a bottle of plasma is 
misleading, and it is more useful to think in terms of 
actual expenditure in the conditions prevailing. 

Plasma can be prepared from outdated bank blood which 
has not been used for transfusion. As the outdated blood is 
already available, and would otherwise be discarded, it has 
no intrinsic financial value, and the cost of plasma prepared 
from it is that of the processing. If, however, more plasma 
is required than can be obtained by processing outdated bank 
blood, then blood must be collected specially for the purpose, 
and this must be taken into account in assessing the cost of 
the extra plasma. Whole blood has been priced variously at 
figures up to £2 per bottle ; assuming a cost of 30s. per bottle, 
the minimum cost of producing a 400 ml. unit of plasma 
(requiring 2 bottles of whole blood plus processing) is of the 
order of £3 10s. 

Dried plasma prepared from outdated bank blood imme- 
diately after the expiry date is a useful source of the stable 
clotting factors. However, for the treatment of deficiencies 
of labile clotting factors (i.e., antihemophilic factor and labile 
factor [factor v}) fresh plasma prepared from specially collected 


1. Rainsford, 8. G. Lanes, 1956, il 889, 995, 1264. Wallace, J., 
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blood is essential, and in view of the increasing quantities 
being used it is worth emphasising that this product costs at 
least £3 10s, per 400 ml. unit. (Thus to maintain a hemo- 
philiac on three bottles a day costs £10 10s. per day for the 
plasma alone.) 

To sum up, the following products are available : 
. Whole blood. . 


1 
2. Plasma from outdated blood 
3 


£2 per bottle 
3. Additional plasma from blood specially j 


under 10s. ,, 


collected for the purpose .. £3 10s. 
4. Fresh plasma to provide labile clotting 

5. Vextran aw on £1 


It appears that outdated blood available from the transfu- 
sion centres could provide sufficient stored plasma for all 
peace-time civilian needs, and therefore for civilian use the 
cost of plasma for routine use should be taken at the lower 
figure of under 10s. 

Under normal conditions up to 20% of blood collected is 
not used as whole blood and is available for conversion to 
plasma. On this basis, the 1955 figures for blood collected 
in England and Wales indicate that about 80,000 bottles of 
plasma could be prepared from the outdated blood, and in 
fact this is approximately the amount manufactured. The 
figure for dried plasma used in the same year is under 40,000, 
so a considerable surplus of the less expensive plasma is 
available. 


Regarding the clotting factors, Admiral Rainsford, in 
his second letter, states : 


Plasma recovered from stored blood or stored for any 
length of time in the liquid state has little or no hemostatic 
properties and is known to produce hemostatic defects 
—perhaps because of the large amount of citrate it contains.”’ 


It is true that plasma stored for three to six months 
at room-temperature, or treated with kaolin, is unsatis- 
factory as a source of clotting factors, but it is not widely 
thought to produce specific hemostatic defects, nor does 
the presence of citrate cause an adverse reaction, except 
possibly in a very rapid massive transfusion. 

Further, dried plasma prepared directly from time- 
expired blood is a useful therapeutic source of fibrinogen, 
and other stable clotting factors, although fresher plasma 
might be used in preference in a patient with a known 
deficiency. Stefanini and Dameshek ? state that plasma 
up to 20-30 days after collection can be used for 
the treatment of hypoprothrombinemia, stable-factor 
(factor vi) deficiency, plasma-thromboplastin-component 
(Christmas factor) deficiency, plasma-thromboplastin- 
antecedent deficiency, afibrinogenzemia, and fibrinogeno- 
penia. If such plasma is available, it should be used in 
the treatment of shocked patients, if there is a likelihood 
of a ¢lotting-factor deficiency, rather than dextran, which 
itself tends to cause a coagulation defect. In giving 
emergency treatment to patients with hemorrhagic shock 
it should be remembered that such a clotting defect may 
already be present, and a watch should be kept on 
clotting function. In particular, fibrinogen deficiencies 
may arise in (a) various hemorrhagic complications of 
pregnancy, (b) any condition involving very extensive 
tissue damage, whether through burning, injury, or 
surgical procedures. 

Caution has been advised in the use of large volumes of 
dextran,® and it has been suggested that for the time being 
it is best to limit the amount of dextran given to any one 
patient to one litre. Stable liquid plasma freed from active 
hepatitis virus by storage at room-temperature would provide 
a satisfactory alternative for patients with no sign of a clotting 
defect ; but, as Admiral Rainsford has pointed out, the 
problem of bacterial contamination has yet to be dealt with. 
In the case of clear, filtered, kaolin-treated plasma, the con- 
tamination difficulty is less serious as the clarity of the final 
product is an indication of sterility. However, before this 
product can be widely useful, it is necessary to evolve a 
technique for kaolin treatment which will give a more stable 
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product than that obtained by the original Maizels method,‘ 
which remains clear for only a few months. 


To sum up, dextran and other plasma substitutes, 
being free from the danger of serum hepatitis, are useful 
for the emergency treatment of oligemic shock. How- 
ever, in patients who require a large transfusion, or who 
are likely to have a clotting-factor deficiency, blood or 
plasma are usually to be preferred, as their clinical value 
outweighs the danger from hepatitis. 

Regional Blood Transfusion 


Centre, Royal Infirmary, 


Edinburgh, 3. DruMMOND ELLIs. 


FIBRINOLYSIS AND ATHEROSCLEROSIS 


Sir,—Will you permit some rather belated comments 
on Dr. Astrup’s review ® of the biological significance 
of fibrinolysis ? There has been considerable discussion 
in the medical press over the revival by Duguid *’ 
of Rokitansky’s hypothesis, advanced more than a 
hundred years ago, that atherosclerosis follows mural 
fibrin thrombosis. Duguid’s conclusions are based on his 
observations of thrombotic fibrin layers which become 
altered and incorporated in the vessel wall to form 
atheromatous plaques. His contention that this process 
of mural thrombosis is a recurring phenomenon, with 
successive fibrin deposits on the endothelium resulting 
in cumulative thickenings, is aided by my own concept 
presented in 1953, which serves as a theoretical basis 
for vascular alterations involving the endothelium.® 

I consider the inner or ‘‘ endo-endothelial’’ lining 
of the vessel wall to be a fine porous film of fibrin, pro- 
duced and deposited on the layer of endothelial cells 
continually during life. Disturbances in the physio- 
logical process which produce and maintain this fibrin 
coating throughout the vascular system are thought to 
lead to thrombosis or hemorrhage. Thus on the one hand 
increased production and deposition of fibrin, or decreased 
fibrinolysis, would result in thrombosis, while conversely 
reduced production and deposition of fibrin and increased 
fibrinolysis would result in haemorrhage. 

Macfarlane and Biggs *® were the first to describe 
increased fibrinolysis after strenuous exercise and after 
adrenaline injection and to emphasise its occurrence in 
anxiety states, thus suggesting that fibrinolytic activity 
is a physiological process. According to Macfarlane '° 
there is no destruction of fibrinogen in naturally induced 
fibrinolysis. As there seems to be normally a steady 
fibrinolytic process, probably affecting primarily the 
endo-endothelial lining, there must be a concomitant 
and continuous repair of this fibrin film, thus securing 
the integrity of the endothelial wall. 

There seems to be a highly intricate system of mecha- 
nisms which facilitate the formation of the fibrin film 
on the endothelial cells. In the marginal plasmatic 
zone of Poiseuille, which is free of cellular elements, 
practically no blood flows, thus permitting sufficient 
reaction time for the formation and deposition of non- 
gelated fibrin, as well as for fibrinolysis. The inter- 
endothelial spaces permit the infusion of tissue juice 
containing many factors which, upon mixture with the 
plasma, result in reactions concerned with fibrin forma- 
tion and fibrinolysis. Various coagulation-promoting 
factors, present in tissue juice, activate thrombin from 


4. Maizels, M. Lancet, 1944, ii, 205. 

5. Astrup, T. Ibid, 1956, ii, 565. 

6. Duguid, J. B. Ibid, 1949, ii, 925; Ibid, 1954, i, 891; Brit. 
med. Bull. 1955, 11, 36; Practitioner, 1955, 175, 241. 

7. Duguid, J. B., Robertson, W. B. Lancet, 1955, i, 525. 

8. Copley, A. L. Abstr. Comm. 19th int. physiol. Congr. (Montreal) 
1953, p. 280; Arch. int. Pharmacodyn. 1954, 99, 426; Throm- 

is and Embolism, First International Conference, Basle 

5, p. 452; Aerctl. Forsch. (in the press). 

9. Macfarlane, R. G., Biggs, R. Lancet, 1946, ii, 862. Blood, 1948, 
3, 1167. 

10. Macfarlane, R. G. C.R. 3rd Congr. Soc. int. Europ. Hémat. 
Rome, 1951; p. 749. 
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its prothrombin complex and associated factors. The 
steady infusion of minute quantities of heparin-like 
materials, released from the mast cells in the subendo- 
thelial and perivascular connective tissue, may not be 
enough to prevent the formation of fibrin particles, but, 
because of the antigeloplastic effect of heparin, aids 
in the prevention of vascular occlusion as well as in the 
maintenance of the fluidity of the blood. We do not 
know what constitutes an intact endothelium, and it is 
not known whether the endothelial cells participate 
in fibrin formation and fibrinolysis—a field of study in 
which I am at present actively engaged. 

In support of the concept of the endo-endothelial 
fibrin film, recent observations are of interest. Levene ™ 
examined the electron-microscopic structure of apparently 
normal aortic intima and found superficial fibres, 
obtained by scraping, indistinguishable from fibrin. 
Even though some objections can be raised to Levene’s 
conclusions (¢.g., the teased-off specimens do not provide 
exact knowledge as to their position in the intima, 
and the periodicity, which Levene gives as a criterion, 
may not entirely suffice to differentiate between collagen 
and fibrin), it cannot be stated with certainty that this 
protein film is not fibrin. Finally, there are our findings 
on the hemorrhagic effects of fibrinolysin (plasmin), 
and on the production of vascular purpura in guinea- 
pigs by guineapig antifibrin serum of rabbits.’ It is of 
interest that Kowalski and his associates '* found, after 
streptokinase activation, greater fibrinolysis in the intima 
as compared to the other layers of human aorta and other 
human tissues. 

Astrup, too, contends that in the healthy organism 
smal] amounts of fibrin might be deposited on the walls 
of arteries. However, his view appears to differ funda- 
mentally from mine, since he limits this deposition to 
arteries, especially when strain causes tissue damage, 
and thinks that these deposits are removed by the 
fibrinolytic system as rapidly as they are formed. In 
my view the continuous deposition and maintenance 
of the endo-endothelial film takes place physiologically 
in all blood-vessels throughout life. 

Moreover, the known occurrence of hemorrhage due 
to an increase of fibrinolytic enzymes in the blood- 
stream cannot be explained merely by a fall in antiplas- 
min and the disappearance of fibrinogen as discussed 
by Astrup.!* It seems more likely that haemorrhages are 
produced because the introduction of plasmin into the 
circulation, as I have shown, directly affects the vessel 
wall, and in particular the endo-endothelial fibrin film. 
This I consider also to be the explanation for hamor- 
rhage produced by an in-vivo coagulation defect or by 
the introduction of an anticoagulant into the blood- 
stream. Some authors claim that heparin increases 
fibrinolysis, while Astrup found that it inhibits fibrinolysis. 
Be that as it may, it is of interest that mast-cell counts 
made in the vascular wall in atheromatous human 
aortas were found to be increased. Sundberg ?* relates 
these findings to the fact that granules of the mast 
cells contain a heparin-like substance and to its effect 
on certain lipoproteins. Another aspect which needs 
to be clarified is whether cholesterol and certain lipo- 
proteins have a special affinity to fibrin surfaces. 

It is premature to reach any hard and fast conclusions 
about fibrin deposition, fibrinolysis, and atherosclerosis, 
but my concept of the new réles of fibrin and fibrinolysis 
gives the findings of Duguid and his associates a physio- 
logical basis. 

Institut. da’ Hygiéne, Atrrep L. Copier. 
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SHORTAGE OF RADIOGRAPHERS 


Sir,—I must deplore Dr. G. H. Illingworth’s views 
on radiographers (Jan. 5). 

My experience, previously as a qualified radiographer, 
and later as a doctor, persuades me there are no grounds 
for complacency regarding the average standard of 
radiography in this country. I believe that consistently 
first-class work is the exception, and where I have met 
it, it has invariably been done by radiographers who 
thoroughly understand what they are doing, and the 
apparatus with which they are doing it. 

To lower the standard of entrants to the profession, 
would, I think, be undesirable ; but to lower the standard 
of teaching would be disastrous. The former would be 
inevitable if, as Dr. Illingworth seems to suggest, the 
best posts were reserved for selected male students. 
If there are enough girls sufficiently foolish to train as 
radiographers under such circumstances, the standard of 
work to be expected from them must be abysmal. 

Incidentally, how would Dr. Dlingworth select his 
male students ? 


Milford Chest Hospital, 


Godalming, Surrey. W. Joan FERRABY. 


Sir,—I entirely disagree with Dr. Illingworth. There 
is widespread dissatisfaction among radiographers con- 
cerning their quite inadequate remuneration, the retiring 
age, and the terms for ‘‘on call.’’ As a radiologist I 
agree wholeheartedly with their viewpoint. 

As regards superintendents, Dr. Illingworth is seeing 
the problem from the point of view of the large teaching 
hospital. In the majority of regional board hospitals, the 
radiologists are part-time and cannot attend to the 
details of organisation and the endless queries which 
need experienced handling, and the radiographer in 
charge, whether superintendent or in smaller hospitals 
senior in grade, has to carry a heavy responsibility, 
not only for the standard of work but for the care of the 
patients also. I should not care to have the work in 
my department carried out by young girls of a lower 
educational standard with such inadequate training as is 
suggested. Not all hospitals are within a short journey 
of the nearest manufacturer ! 

GRACE BATTEN 


Consultant Radiologist and 


St. Stephen’s Hospital, 
Medical Superints ndent. 


London, 38.W.10. 


Str,—Concern about the inadequate remuneration 
is certainly not confined to a few male radiographers. 
At a recent meeting of the North East London Radio- 
graphic Group more than 60°% present were females and all 
expressed strong dissatisfaction with the recent award. 


All schools are permitted to admit students at-the age of 
17 and a number already doso, No student, however, is allowed 
to come into contact with patients until the age of 17'/,, 
and the qualifying age remainsat 20. This seems an eminently 
reasonable policy. 

The recently published Medical Research Council report on 
The Hazards to Man of Nuclear and Allied Radiations has 
indicated that the greatest radiation danger to the general 
pee in peace-time comes from diagnostic radiology. 

ar from diminishing, diagnostic radiology will be used on an 
ever-increasing scale if it is to continue playing a crucial 
part in the investigation of the patients. It is essential there- 
fore that measures to minimise the radiation hazards of 
diagnostic work be improved. The person who will be primarily 
responsible in minimising these grave hazards should not 
only be versed in the art of positioning and correct exposure 
of films but have an understanding of the basic principles 
of physics and apparatus construction to make him/her a 
safe and understanding operator. Surely “an intelligent 
girl of 17 or 18 with an aptitude for the work ’’ will not be 
satisfied with being a mere push-button and deprived of any 
possibility of deriving intelligent stimulation from her work. 


What sort of girl is going to take mp i 
where there is no pr of any intellectual sati 
or any advancement i professional or financial status ? 
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Dr. Illingworth suggests that the way out of our 


serious difficulties is to use the cheapest and least 
refractory labour force available and bring the whole 
profession down to the lowest common denominator. 
This may be the easiest way but it is the least satisfactory. 
It reflects an attitude of mind that is unfortunately too 
common in many walks of life today. If his views prevail 
not only will a disservice be done to the profession of 
radiography but patients, medical staff, and not least 
radiologists themselves, will suffer. 


London, N.19. H. M. Harrort. 


DIVERSION FOR THE PATIENT 


Srr,—It is reported that background music will be 
played in order to calm patients undergoing obstetric 
operations under local anesthesia. Do doctors ever think 
of asking patients what they find helpful and comforting 
during such ordeals? And, quite apart from whether 
the patient finds music helpful, who is to decide what 
music shall be played ? Some patients would want only 
the latest hit-song by their favourite crooner; others 
might have Third Programme tastes. 

Surely in these days it is not beyond the bounds of 
possibility to have specially gifted women whose job 
would be, first to get to know the patient and her case, 
then to be at her side throughout her ordeal. One is 
constantly meeting young mothers who complain that 
throughout their labour no-one had time to speak a word 
of comfort or reassurance to them. And this they 
remember long after they have forgotten their pains. 
But I have yet to meet one who said: ‘If only the 
radio had been on—or television.”’ 


Braunton, Devon. WINIFRED CUMMINGS. 


MYOPATHY IN SHEEP 


Sir,—In your issue of Dec. 29, Dr. Bosanquet, Dr. 
Daniel, and Mr. Parry again mention the occurrence of 
vacuolated nerve-cells in the medulla oblongata of sheep 
affected with scrapie, and they quote in full the opinion 
expressed by Dr. Holman and myself! that ‘ clinical 
symptoms suggestive of scrapie followed by microscopic 


discovery of vacuolated nerve-cells in the medulla 
oblongata probably constitute sufficient evidence on 
which to base a positive diagnosis of the disease.”” We 


would like to state that we have found no evidence since 
these words were written to cause us to alter or to modify 
that opinion. 


Our conclusion was based on examination of 75 sheep 
affected with scrapie, 39 sheep dying of diseases other than 
scrapie, and 59 other sheep that were clinically healthy when 
slaughtered. Two to six sections of the medulla were examined 
from each case, and the relationship of the presence of 
vacuolated cells to clinical scrapie gave a X%-squared value of 


1. Holman, H. H., Pattison, I. H. 


J. comp. Path. 1943, 53, 231. 
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155, with Pp less than 0-0001. We made it clear, however, 
that the mere findings of vacuolated cells after death was not 
pathognomonic of the disease, because they were occasionally 
found in animals that had not shown clinical evidence of 
scrapie. For this reason we emphasised the importance of 
observing the typical clinical symptoms in establishing a 
positive diagnosis. We recognised then, as now, that some 
clinical cases of scrapie may show only a few vacuoles histo- 
logically, but in other cases vacuolation is far more extensive 
than we have ever seen in clinically healt!y sheep killed for 
examination, or in sheep dying from other diseases. An 
example of such a case was given in our paper, where 1675 
serial sections through the medulla gave a count of over 
37,000 vacuolated cells. 

I have recently examined sections of the medulla 
oblongata from goats affected with scrapie, and here 
again, as in sheep, I have no doubt that vacuolation of 
nerve-cells is characteristically associated with this 
disease. This work is not yet complete, but counts of 
vacuolated cells made to date may be of interest : 

Range of 


Number Total number 
of of vacuolated 
sections nerve-cells ca per 
examined found section 
16 clinically healthy goats 592 8 Otol 
16 scrapie-affected goats 94 2279 2 to 69 


These figures show a relationship between vacuolated 
nerve-cells and scrapie that is obviously highly significant. 
Dr. Bosanquet and her colleagues have stated that 
scrapie is essentially a myopathy. This may be correct, 
but it does not alter the fact that vacuolated nerve- 
cells occur in the medulla oblongata of many cases of 
scrapie in a concentration that far exceeds anything that 
has yet been recognised in any other disease of goats or 
sheep. 

With regard to your contributors’ scepticism about the 
experimental transmission of scrapie, I would like to 
mention some recent experiences with goats. 

In 1954 I inoculated twelve goats from the Compton flock 

intracerebrally with 1-0 ml. of a 10°, brain emulsion from a 
sheep affected with scrapie. All twelve animals developed 
the disease, the earliest symptoms being noted 15 months 
after inoculation. I then inoculated ten more goats with 
brain emulsion from one of these animals, and to date eight 
of these have developed the disease. By contrast, over 650 
other goats have passed through this flock since 1949 without 
showing the slightest evidence of scrapie, myopathy, or any 
other nervous or muscular disability. 
This type of information has been accumulated over 
many years by other workers using sheep (notably at 
Moredun Institute, Edinburgh), and for me it constitutes 
evidence heavily in favour of scrapie being a disease that 
can be experimentally transmitted. Control inoculations 
of sheep with brain material from clinically healthy sheep 
have never produced disease. 

In conclusion, I would like to say that we await with 
great interest the results of further researches by Dr. 
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Bosanquet and her ¢ olleagties. It may be that 2 my opathy 
is the essential lesion in scrapie, and it is reassuring 
therefore, that with such a wealth of natural, experi. 
mental, and control material readily available it will not 
be long befure the relationship of myopathy to scrapie is 
established to the satisfaction of all concerned in the 
investigation of this odd disease. 
Agricultural Research Council, 


Field Station, 
Compton, near Newbury, Berk&. I. H. Pattison. 


THE Rh BLOOD-GROUPS 

Sir,—Your editorial of July 21 criticises the tentative 
report of the American Medical Association’s Committee 
on Medicolegal Problems because it recommends that 
‘*the C-D-E notations for the Rh-Hr types be discarded 
and that, in approved medicolegal reports, unless and 
until some other convention is agreed on, the original 
Rh-Hr nomenclature be retained as the sole nomenclature 
for this blood group system.’ This editorial is mislead- 
ing since it contains serious errors of commission and 
omission ; and, instead of citing scientific observations 
to support its position, it quotes ‘‘ testimonials ’’ from 
papers published almost a decade ago, and closes with 
four lines of poetry from Ingoldsby Legends which have 


“no bearing on the scientific issues at stake. 


The issue of the Journal of the American Medical 
Association which contains the tentative report also 
contains an editorial requesting comments from workers 
in the field. Since one of the arguments frequently 
offered by C-D-E advocates is that ‘‘ 99% of workers 
prefer the C-D-E notations,’ it is noteworthy that 
approximately half the letters received in response to this 
request enthusiastically endorsed the position taken by 
the committee. If it were true that C-D-E is preferred 
by the large majority, it would have been easy to obtain 
agreement by taking up the matter at the recent meetings 
of the International Society of Hematology in Boston ; 
and it is significant that this opportunity was not used. 
In fact, one year before the report was prepared by our 
committee, an effort was made to hold a meeting to 
discuss Rh-Hr nomenclature ; and, to avoid the possible 
charge of bias, a leading advoes ate of C-D-E was asked 
to act as chairman. But the plans for this meeting were 
abandoned when Race and Fisher both declined an 
invitation to participate. On the other hand, at a meet- 
ing of the International Society of Hematology held in 
Buffalo six years ago, a committee on Rh-Hr nomenclature 
was formed of which I was not a member. This committee 
introduced a resolution that the C-D-E notations be 
made international, but the motion was withdrawn when I 
pointed out that this was a problem to be settled not by 
vote but by work in the laboratory. These facts are not 
commonly known, and were not mentioned in your 
inaccurate historical review. Interested readers can find 
a detailed analysis of the scientific background in recent 
articles.1~* 

You said that Race and Sanger “‘ note that only the 
C-D-E notation indicates which antigens and genes are 
present, and they are convinced that anti-C and anti-D 
are more rational names for antibodies than anti-rh’ and 
anti-Rhy.’’ This is incorrect since, for example, corres- 
ponding to the gene symbol r, Fisher and Race use the 
chromosome symbol CvdeF,, which includes the letters 
d and F for antigens for which no testing sera exist, and 
at the same time conveniently omits the letter C (rh’) 
for a factor present in agglutinogen rh’*. Yet this 
assertion and other similar mis-statements in Race and 
Sanger’s book have been quoted over and over in the 
1. W iene r, A. S. J. Hist. Med. 

1952, 7, 369. 
2. W iener, ’A. S., Wexler, I. B. Interpretation of blood group 


reactions with special reference to the pemey and genetics of 
the Rh-Hr types. Novant’Anni delle Leggi Mendeliane, edited 


History of the rhesus blood types. 


by L. Gedda. tome, 1956; p. 147. 
3. Wiener, A. S., Wexler, I. B. The Rh-Hr types: a complex 
problem in serology, genetics, and nomenclature. Editorial, 


Ann. intern. Med. 1956, 45, 725. 
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‘{escctawn* Moreover, the symbols C and D are not 
rational, since by assuming a one-to-one correspondence 
between genes, antigens, and antibodies, no distinction is 
made between factors, agglutinogens, and genes. This has 
resulted in numerous paradoxes,> and in medicolegal 
problems could cause mistakes which might result in a 
miscarriage of justice. For example, the following 
represents a hypothetical case in terms of the Rh-Hr 
nomenclature : 


Rh-Hr type 
Blood of 
P he notype .Possible genotypes 


Putative father .. Rhyrh R r, R' Re, or Rer’ 
Mother... rh rr 
Child Rhe ReRe or Rer 


Obviously, the Rh-Hr tests do not exclude paternity. 
Yet in terms of the C-D-E notations the same case might 
be reported as follows 


Blood of _ Most likely ge noty pe 


Putative e fathe r 
Mother 


CDe/c de 


ede/cde 


Such a report could mislead one into believing that the 
Rh-Hr tests exclude paternity. That this danger is not 
merely theoretical can be seen from similar errors in 
published articles, caused by the use of the C-D-E 
notations. For example, the diagram of a pedigree in a 
recent paper ® shows two women of genotype cDe/cde 
with children of a genotype CDe/-D-, combinations 
which would exclude the possibility of maternity ! 

The main arguments offered nowadays in defence of 
the C-D-E notations are that they are easier to ‘“‘ under- 
stand ’’ and to teach. Significantly, in the 1956 editions 
of the excellent books by Boyd and Mollison, the tables 
on the Rh-Hr types list reactions by antisera C, D, E, 
e, d, and e. While such a simple symmetrical scheme is 
indeed easy to teach, it is unrealistic since it includes the 
anti-d (Hr,) which has not been found, but omits anti-Cv 
(rhW) and anti-f (hr). (Incidentally the books of Race 
and Sanger and of Kabat cite tht ‘‘ discovery ”’ of d as 
confirmation of the Fisher hypothesis, but in the very 
next breath confess that the reports in question were 
almost surely based on faulty observation.) Thus, the 
simplicity of the C-D-E notations depends on distortion 
of scientific facts, whereas a good teacher never finds it 
necessary to distort in order to achieve simplification. 
Authoritative simplified reviews can be found in many 

Certain correspondents who criticised the report insist 
that the Rh-Hr nomenclature be dropped and the C-D-E 
notations be made international, but at the same time, 
somewhat inconsistently, urge that the so-called ‘‘ short- 
hand’’ symbols be retained. These ‘‘ shorthand ”’ 
symbols, widely used by Fisher, Race, and other advo- 
cates of C-D-E, are merely minor modifications of the 
original Rh-Hr nomenclature. Thus, R,R, is used as 

4. Wiener, A. S. The teaching of Rh nomenclature as the responsi- 
ro = — of blood banks. Bull. Amer. Ass. Blood Banks, 

5. Wiener, A. S. The types 
J. Forensic Med. 19 

6. Buchanan, D. L., Me td re, ol Consanguinity and two rare 
matings. Brit. J. Hematol. 1955, 1, 304. 


7. Colin, E. C. Elements of Genetics. New York, 1956. 

8. Gradwohl, R. B. H. Clinical Laboratory Methods and Diagnosis. 
St. 

9. Dorland, N. American Illustrated Medical Dictionary. 
Philedeiphia, 

10. an. S. B. Disputed Paternity Proceedings. New York, 


: a budget of paradoxes. 


11. Gonzales, T. A., Vance, M., Helpern, M., 3 Jmberger, C. J. Legal 
Medic ine, Pathology, and Toxicology. New York, 1954. 

12. Wiener, A. S. Rh-Hr Syllabus. New York, 1954. 
1955. Naples, 1956. Mexico City, 1956. 


Stuttgart, 
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‘shorthand’? for CDe/eDE ; but when the subscripts 
are converted into superscripts, as in the symbol RF! R? of 
the Rh-Hr nomenclature, the symbol apparently becomes 
unintelligible (cf. pp. 204 and 218 of Mollison’s new book). 

In conclusion, it must be pointed out that the A.M.A. 
report was prepared by a fact-finding committee. In 
discharging its duties, this committee was compelled to 
exclude all material which it found to be incorrect or to 
lack experimental basis, so that the charge of bias is 
inapplicable. Readers who consult the references cited 
here will find that the problem of Rh-Hr nomenclature 
is dead scientifically. The only problem remaining is one 


of education. 
J.S.A. A. S. WIENER. 


Brooklyn, N.Y., U.s 
SARCOIDOSIS 

Srmr,—In your leading article of Dec. 29, you state that 
Netherecott and Strawbridge have presented important 
indirect evidence of the presence of tubercle bacilli in 
lesions of sarcoidosis. Their evidence rests on the claim 
to have demonstrated «-c-diaminopimelic acid (D.A.P.) 
and mycolic acid in hydrolysates of biopsied tissues. 
Dr. Work (Dee. 22) has dealt with the significance of 
p.A.P., and our observation of the presence of bD.a.P. in 
a sealene lymph-node, which histologically appeared to 
be normal, adds point to her remarks. This observation 
is not unexpected since this type of tissue, in the normal 
course of events, deals with debris from bacteria, many 
of which, as Dr. Work stressed, contain D.A.P. 

Mycolie acid is much more specific to tubercle bacilli 
than is D.A.P., and its identification in tissues would be 
important, but the evidence for its presence is not very 
convincing. 

In the first place, although acid-fastness could indicate 
mycolic acid, it is surely not justifiable, on the basis of a stain- 
ing reaction alone, to claim, as Nethercott and Strawbridge? 
do, that mycolic acid was identified. Apart from this, the 
authors have not specified in any detail the conditions of their 
acid-fast tests, nor have they given any data for normal 
tissue extracts or for long-chain fatty acids other than 
mycolic. Though mycolic acid, either free or in certain of its 
compounds, is thought to be responsible for the acid-fastness 
of tubercle bacilli, unless the test is carried out under carefully 
controlled conditions, it is possible to obtain positive results 
with lipids that do not contain mycolic acid. For instance, 
we have recently tested, on filter-paper, samples of stearic 
acid, cholesterol, and an extract of normal subcutaneous-tissue 
hydrolysate, staining for 5 minutes with carbol fuchsin and 
washing for 30 minutes with acid alcohol. Stearic acid gave 
an intense red spot, whilst the others were of moderate intensity. 

The authors erroneously describe their solvent-extracted 
material as ‘* wax.’’ Such substances could not survive pro- 
longed heating with strong acid, and their extract would 
consist predominantly of a mixture of long-chain fatty acids 
derived from the fats of the tissue. If mycolic acid were 
present it would almost certainly form only a very small 
proportion of the total, and it is therefore rather difficult to 
see how mycolic acid can be distinguished in the infra-red 
spectrum of this mixture, or why this spectrum should be so 
similar to that of wax C ; this is very rich in mycolic acid but 
also contains trehalose, which cannot possibly be present in 
the tissue extracts. Infra-red spectra give information 
regarding the functional groups present (OH, NH, C=O, &c.) 

for instance, the peaks at 1725 em! could correspond to 
the carbonyl groups of fatty acids. It is not at all obvious, 
from the spectra presented, that a fatty acid is present which 
contains 88 carbon atoms—a feature which distinguishes 
mycolic acid from all other natural fatty acids. In the absence 
of further data, the similarity of the spectra tells us that 
similar functional groups are present in both specimens, which 
is to be expected, since bacterial and animal lipids have many 
groups in common. 

It is to be hoped that the authors can clear up these 
queries. Perhaps they have more data and intend to 
publish their results more fully elsewhere. This would be 
welcome, but, for the present, I think it advisable to 
aecept their evidence for mycolic acid with some reserve. 


Canadian Red Cross Memorial Hospital, 


Taplow, Maidenhead, Berks. R. CONSDEN. 


1. Nethercott, 8. E., Strawbridge, W. G. C. Lancet, 1956, ii, 1132. 
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Smr,—In your leading article there occurs the 
sentence: ‘‘p.A.P. has been found in Corynebacterium 
diphtheria and Mycobacterium tuberculosis, but never in 
normal mammalian tissue.’’ While this statement is true 
so far as it goes, it gives an incomplete and slightly mis- 
leading impression of the distribution of diaminopimelic 
acid (p.A.P.) in bacteria and the use to which its oceur- 
rence in mammalian tissue could be put in diagnosis. 

D.A.P. is widely distributed in micro-organisms, as has 
been shown by Work and collaborators,! ? and our own 
work * * indicates that the bulk of it is most probably 
in the cell wall of those species in which it occurs. It is 
certainly present in the cell wall of species of Bacillus, 
Nocardia and Streptomyces, as well as in Mycobacterium 
and Corynebacterium, although absent from almost all 
gram-positive cocci and it has also been found in the cell 
walls of a few strains of Salmonella, Shigella, Escherichia, 
and Pseudomonas.® 

Furthermore, since the bacterial cell wall is very 
insoluble, it may well persist for a considerable time in 
the tissues of a mammalian host. A chronic infection 
involving only a few living organisms at any particular 
time might perhaps pile up a considerable store of material 
containing D.A.P., which could then be detected chroma- 
tographically. On the other hand, persistence of bacterial 
cell-wall material in the animal body could well mean 
that p.a.p. found in hydrolysates of tissues had merely 
accumulated from saprophytic organisms (for example, 
non-pathogenic diphtheroids) and was not the end-result 
of any pathological process. In the latter case the finding 
of pD.A.P. in tissue hydrolysates would be very misleading 
unless its wide distribution among bacteria was borne in 
mind. 

C. 8. Cummins 


The London Hospital H. Harris. 


Medical College. 
CONGENITAL HYPERTHYROIDISM 

Sir,—We were particularly interested in the account, 
by Dr. Lewis and Dr. Maegregor, of congenital hyper- 
thyroidism (Jan. 5) because we have recently had a case 
almost identical in history and appearances, which was 
described at an Oxford regional pediatric meeting in 
December. 

In our case we decided not to give anti-thyroid drugs, 
which might perhaps be harmful, in what was likely to be 
a transient condition due to maternal thyrotrophic 
hormone, and we endeavoured to deal with the child’s 
excessive activity and hunger by steadily increasing the 
amount and strength of feeds, adding casein hydrolysate. 
For four weeks the weight remained level, then the child 
began to gain, and the evidences of hyperthyroidism and 
the thyroid enlargement disappeared. The child now 
seems to be thriving. 

These severe cases are rare, but there is the interesting 
possibility, suggested by Coccheri,’? that the very much 
commoner syndromes of overactivity with ‘feeding 
difficulty may sometimes be related to a minor degree 
of hyperthyroidism in the mother. 

J. J. KEMPTON 

Reading. R. A. Ratcuirr. 


CUSHING’S SYNDROME WITH CARCINOMA OF 
BRONCHUS 
Sir,—The article by Dr. Harrison and his colleagues 
(Jan. 5) is of great interest to me. 


A patient in this practice had an operation for ovarian 
carcinoma in 1938, and died in 1955 at the age of 46 from 
widespread secondary growths involving the abdomen, thorax, 
and other sites. In the intervening years she had had radio- 
therapy many times for secondaries with a remarkably good 
response. 

1. Work, E., Dewey D. L. J. gen. Microbiol. 1953, 9, 394. 

2. Hoare, D: S. » Work, E. Ibia’ 1956, 15, xiii. 

. Cummins, C.’S., Harris, H. Tbid, 1956, 14, 583. 

4. Cummins, C. Harris, H. Ibid, 1956, 15, ix. 

5. Salton, M. R. J. Biochim. Biophys. Acta, 1953, 10, 512. 
6. Cummins, C. Harris, H. Unpublished results. 

7. Coccheri, P. “ZLattante. 1956, 27, 129. 
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During the last year of her life she developed a well-marked 
Cushing’s syndrome. The records of her case were (as is 
usual) forwarded after her death to the executive council, 
and are unfortunately not now available to me, but I have 
a vivid recollection of her. Hypertension (systolic over 200) 
and glycosuria developed, and she became very obese with 
a typical moon-face. A profuse growth of hair with some 
pimples appeared on her face. Red stri# were inadvertently 
not looked for until a late stage in her illness when wasting 
had started, and they were not then observed. 

The association of Cushing’s syndrome with carcinoma 
may be more common than the published records would 
suggest. Doubtless the late stages of cancer are often 
observed only by us general practitioners. Confronted 
with a mystifying condition in these circumstances, we 
are unlikely to seek further specialist advice, without 
which we are unlikely to be venturesome enough to 
publish a record of the case. 


Birmingham. W. M. CHESNEY. 


Obituary 
WILLIAM GEORGE CLARK 
C.B.E., M.B. Glasg., F.R.C.P.E. 


Dr. Clark, medical officer of health for Edinburgh 
from 1938 until 1953, died at his home in the city on 
Jan. 3 at the age of 68. 

He was the son of William Clark, a civil and mining 
engineer, and he was educated in Glasgow. After 
graduating in medicine in 1910, he held resident appoint- 
ments at the Glasgow Royal Infirmary, Belvidere 
Hospital, Glasgow, and Brook Hospital, London. During 
the 1914-18 war he served as a temporary surgeon in 
the Royal Navy. After he was demobilised he became an 
assistant medical officer at Woolwich Tuberculosis 
Dispensary. In 1920 he took the D.p.H. and joined the 
staff of the Glasgow health department, in which he rose 
to become senior deputy M.O.H. During his years in 
Glasgow he gained a reputation as an administrator and 
also gave much time and thought to his special interests 
of health education and the application of epidemiology 
to the practical issues of infectious disease. Later he 
made brilliant use of this experience in the sharp 
outbreak of smallpox in Edinburgh in 1942. 

In 1935 Dr. Clark was appointed deputy to the medical 
officer of health for Edinburgh, and he succeeded him three 
years later. He was elected an M.R.C.P.E. in 1939, and 
became a fellow three years later. His distinguished 
service was recognised by his appointment as honorary 
physician to King George VI in 1945. When he retired 
in 1953 he was appointed c.B.E. in recognition of his 
organisation of the war-time health and casualty services 
in Edinburgh. 

J. M. M. writes : 

George Clark was a well-known figure in the public-health 
service of the United Kingdom for many years. He took a 
keen interest in the Society of Medical Officers of Health, and 
was elected its president in 1952. In his own domain he 
pursued a vigorous policy of prevention, and was never 
afraid of speaking his mind, either on immediate problems or 
in the wider councils of public health in the country generally. 
He was also a lively and successful teacher, exercising a great 
influence on generations of undergraduate and postgraduate 
students in the university, where he held the post of senior 
lecturer until his retirement in 1953. 

In 1948 he became one of the original members of the 
Scottish Central Health Services Council, and he gave it his 
loyal service despite his outspoken criticisms of the Act and 
its operation. He had strong leanings towards the preventive 
side, which he felt was somewhat neglected. He was also 
an active member of the General Nursing Council, and took a 
great interest in the educational aspect of its work, with his 
continuing emphasis on prevention. 

His many friends will remember him chiefly as a forceful, 
robust, and genial man. When something was said with 
which he disagreed, the big eyebrows would go up and he 
would look like a forbidding fortress. His first sentence in 
reply would emerge like a rocket. Then the eyebrows came 
down and he grinned happily. In support of his views, which 
were often strongly individualistic, he was a bonny fechter ; 
but he never wounded a friendship. A large-hearted man. 
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Dr. Clark married in 1921 Gladys Catherine, daughter 
of C. H. Harrison of Great Yarmouth. She survives 
him with one son, who is in the government service in 
Nigeria. 


THOMAS ALEXANDER BRITTEN HARRIS 
M.D. Melb., F.F.A.R.C.S., D.A. 


Dr. Harris, senior anwsthetist and director of the 
department of anwsthetics at Guy’s Hospital, died in 
London on Dec. 27 at the age of 59. 

He was the son of a doctor who was a well-known 
political figure in Australia, and he graduated M.B. at 
Melbourne University in 1922. For several years he helped 
his father in general practice in a small community : this 
invaluable experience made him a good doctor. He came 
to this country as an anesthetist at the West London 
Hospital. In 1935 he was appointed to the staff of Guy’s 
Hospital, and his enthusiasm and search for knowledge 
soon made him well known to practically every member 
of the staff and school: when not teaching anesthetics, 
he was picking the brains of the departments of physio- 
logy, pharmacology, or biochemistry. He taught anes- 
thetics in such a way that his students understood the 
mode of action of the drugs they used and became able to 
give a simple anesthetic with confidence and safety. He 
also joined the staff of St. Peter’s Hospital for Stone. 

During the late war he served at Tidworth until 1942 
when he was posted to India, where he became adviser 
in anesthetics to Eastern Command with the rank of 
lieut.-colonel. One of his duties was to run intensive 
training-courses, and H. K. A. recalls that he ran them 
with “ energy, conscientiousness, and scrupulous fairness 
to the candidates.”’ 


Whenever Tommy decided (he continues) that a candidate 
would not make the grade—and it was on his recommendation 
alone that an officer was. or was not posted for anesthetic 
duties after attending his course—he nearly always wrote me 
a personal letter wondering whether or not he was right. But, 
after a month of intensive tuition from Tommy, there were 
few who did not make the grade and fewer still who subse- 
quently did not prove in practice the soundness of his teaching. 
In the monthly intervals between courses he constantly 
toured the forward areas on the Assam and Arakan fronts, 
staying with the mobile surgical units and casualty-clearing 
stations, watching them at work, and after his return to 
Calcutta, sending clear, concise, and, practical reports on 
what could and should be done to improve the anesthetic 
service and equipment of these units. His energy was bound- 
less. He wrote such an excellent statement of the case for a 
monetary grant for technical help in his research on the mode 
of action of anesthetic drugs that he miraculously extracted 
it from G.H.Q. India, in spite of that august body’s preoccupa- 
tion with the war. Much of his book was planned and written 
in his small, comfortable, and always hospitable flat in Calcutta, 
where he was never happier than when entertaining his 
friends and colleagues. Despite his serious demeanour and his 
quiet and deliberate speech in the pleasant Australian accent 
which he never lost, Tommy was always gay and full of fun. 


In 1948 he was elected F.F.A.R.c.8. In 1951 the first 
edition of his book The Mode of Action of Anesthetics 
was published, and at the time of his death he was 
preparing a second edition. He was also studying the 
barbiturate antagonists, and he was making an extensive 
survey of the relationship between the use of muscle 
relaxants and anesthetic mortality. For much of the 
time he worked too hard, and even after a coronary 
thrombosis had compelled him to rest for two months 
he refused to content himself with a less strenuous life. 

W.S. Mc C., who in 1935 had faced the Guy’s selection 
committee with Harris, writes : 


The comparatively unknown Australian was appointed in 
open competition with Guy’s men: it was a fortunate day 
for the hospital, for the hospital secured the lifetime devotion 
of a loyal and dynamic worker. He so identified himself with 
the hospital that he resented even mild criticism of Guy’s and 
its traditions by an outsider. As an anesthetist he was superb. 
Although not an imposing figure—he was short, and had not 
completely conquered a slight stutter—he conveyed to me and 
to his other patients a remarkable degree of confidence and 
assurance. For the surgeons he provided exemplary operating 
conditions and an atmosphere of tranquillity. In the years 
to come Tommy will be remembered as a man who had a 
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seapcaieiiie, capacity for itis friends. He was sand of his 
friends and valued their affection, but he had the courage to 
offer criticism and advice if he thought it would help them. 
Although forthright in his comments, his loyalty was constant. 

Dr. Harris leaves a widow and four sons. A memorial 
service was held in Guy’s Chapel on Jan. 4. 


GODFREY TAUNTON HEBERT 
D.M. Oxfd, F.R.C.P. 


From his appointment as physician in charge of the 
tuberculosis department at St. Thomas’s Hospital Dr. 
Hebert retired with some regret in 1948 as the great 
promise of streptomycin began to show. Happily he 
lived to see modern chemotherapy make easier the way 
of his successors. 

He was born in 1888, the son of a Kentish parson, and 
he was educated at Harrow and Christ Church, Oxford, 
where he got a first-class honours in physiology. He 
qualified from St. Thomas’s Hospital in 1913, and soon 
afterwards elected to make his career in tuberculosis. 
In 1920 he was appointed officer in charge of the Lambeth 
tuberculosis dispensary in St. Thomas’s Hospital and to 
the tuberculosis department of the hospital. He was 
responsible for the treatment of tuberculosis in a large 
district in south-west London, and by _ present-day 
standards had little help in dealing with a vast number 
of outpatients. With one assistant tuberculosis officer 
he was responsible for a large pneumothorax clinic. He 
was elected to the full staff of St. Thomas’s Hospital in 
1927. During the late war his department suffered 
badly, but through these trying years he continued his 
full service, at times in very c ramped quarters. 

Dr. Hebert was, according to the custom of his day, a 
tuberculosis officer and not a chest physician, but many 
other conditions passed through his hands for diagnosis. 
He always warred against woolliness in diagnosis, 
especially of chest films, and he ‘ took a great delight in 
ulling his colleagues’ legs by giving them tricky X rays.” 
fie was a former president of the Tuberculosis Association. 

W. M. M. writes: 

Dr. Hebert’s greatest interest was in the problems associated 
with pulmonary tuberculosis. He played a leading part in 
the development and acceptance of artificial pneumothorax 
therapy in England, and his death severs another link with this 
important phase in the treatment of the disease. During 
these earlier years the interpretation of chest X-ray shadows 
was an ever-present topic for discussion: the significance of 
cavitation, the presence of fibrosis, and similar questions 
required answers which were not easily obtained. He loved 
such controversies and would delight, with a characteristic 
nod of his head, slight stutter, and a twinkle in his eye, to 
argue and tease and so illustrate the points of his teaching. 
His wide experience was invaluable to his assistants and 
students. Many house-physicians at St. Thomas's served their 
apprenticeship in practical medicine as clinical assistants in 
his department. Their knowledge of chest disease and their 
skill in needling owed much to his clear and concise 
instruction. 


In 1919 Dr. Hebert married Miss Constance Tatton, 
who survives him with two daughters. He died in 
hospital in London on Jan. 4. 


ERNEST THOMAS GASPEY 
M.R.C.S. 

Dr. Gaspey, formerly medical superintendent of Tehidy 
Sanatorium, Cornwall, died on Jan. 1 at the age of 68. 
He should have qualified in Brussels where he was study- 
ing medicine when war began in 1914. The invasion of 
Belgium forced him to come to this country where he 
qualified in 1916, After the war he took up tuberculosis 
work and he held posts with the Welsh National Memorial 
Association and at sanatoriums at Montana and Matlock 
before he was appointed to Tehidy Sanatorium. C. 8. 
writes: ‘‘ While Gaspey was in Switzerland he met 
Spahlinger and observed his treatment of tuberculosis, 
and Gaspey’s account of this was an interesting story. 
He was superintendent of Tehidy Sanatorium for many 
years until he retired three years ago. He had a remark- 
able faculty of remembering and being remembered by 
his ex-patients and there were few villages in Cornwall 
where he was not recognised and welcomed by someone 
for whom he had cared.” 
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JAMES ROY OWEN 
M.R.C.P. 

Dr. James Owen, senior honorary physician to the skin 
department of the Royal Northern Hospital, London, 
died on Dec. 23. He qualified from the Birmingham 
Medical School in 1929 and held house-appointments at 
the Queen’s Hospital, Birmingham. Later he became first 
assistant to medical outpatients at the London Hospital 
and medical registrar at the Royal Cancer Hospital and 
the National Temperance Hospital. He took the M.R.c.P. 
in 1937, and after setting up in consultant practice 
joined the staff of the Hospital for Diseases of the Skin, 
Blackfriars. During the late war he was in charge of the 
medical division of an R.A.M.C. general hospital and he 
also acted as a blood-transfusion officer in the Emergency 
Medical Service. Besides his appointment at the Royal 
Northern, he was physician in charge of the skin depart- 
ment at Ashford County Hospital, and honorary physician 
for diseases of the skin at Hampstead General Hospital, 
Victoria Hospital for Children, and Queen Elizabeth 
Hospital for Children. 

H. T. H. W. writes : 

Those who knew James Owen in former years will remember 
him as a man of immaculate appearance and debonair charm. 
He had a passion for adventure and his past activities ranged 
from jumping by parachute to underwater exploration ; 
with this was coupled a magnificent disregard for the 
trivialities of life. His essential kindliness endeared him to 
colleagues, nurses, and patients while his easy wit made 
him an excellent companion. 


HERBERT FOWLIE 
M.B. Aberd. 

Dr. Fowlie, who died at Aberdeen on Christmas Day 
at the age of 49, graduated M.B. at Aberdeen University 
in 1930 and, after house-appointments at Carlisle and 
experience of general practice in Appleby, settled in 
practice in that city in 1940. 

A colleague writes : 

By heredity and environment Hebbie Fowlie should have 
been a farmer, but he turned to medicine, saying, as he often 
did, that he * hadna the brains for farming.’’ He soon became 
one of the busiest, best-known, and best-loved family doctors 
in Aberdeen. He was of great humanity and transparent 
honesty, of infinite patience when patience was needful, but 
of blistering impatience with incompetence or dishonesty. 
He made friends of all whom he met in his practice, on the 
golf course, or on his beloved shooting and fishing excursions. 
He was a wise and considerate colleague and the family doctor 
of a number of medical households including my own; he 
paid us a visit only a few hours before his death, and he left 
us all laughing, for his gaiety was infectious and wherever he 
went he left laughter and lightened hearts behind him. We, 
who were his patients, can say with pride and gratitude— 
* He was our doctor, aye he left us cheered.”’ 


Dr. Fowlie leaves a widow, a daughter, and two sons. 


Appointments 


Doopy, P. J., M.B. U.1., D.P.H.: M.O. Wimbledon. 

FrRaNcis, A. E., M.D. Lond. assistant pathologist (8.H.M.O.), 
St. Peter's, St. ‘Paul’ 8, and St. Philip’s Hospitals , London. 
GRIFFITHS, J. M.D. Sheff., F.F.A. R.C.S.,  D.A. consultant 

anesthetist, U ‘nite d Shefficld Hospitals. 

HALDANE, J. D., M.B. Edin., M.R.C.P.E., D.P.M. : 
exponents nt, Fife me ntal hospitals. 
Hvupson, J. G., M.B. Belf., D.A.: assistant anesthetist (8.H.M.0.), 

based on the Inverness hospitals. 
Scott, O. L. M.B. Camb., M.R.C.P.: part-time consultant derma- 
tologist, c ‘haring Cross Hospital, London. 


Colonial Appointments : 
BUCHANAN, G., F.R.C.S.E.: surgeon specialist, Western Nigeria. 
Evans, A. J., M.B. Lond., D.A.: senior spec ialist, Western Nigeria. 
GranaM, J. L. T., L.R.C.P.1. : M.O., Northern Nigeria. 
HARGREAVES, A., M.B. Camb.: se ‘nior M. o., Kenya 
Hay, 1. K., M.B. Aberd., D.P.H., D.T.M.& H.: semor M.O., sleeping- 
sickness service, Northern Nigeria. 
KaAPapia, K. K., M.B. Bombay, D.T.M. & H.: M.O., Western Nigeria. 
LETELLIER, F. X., M.R.C.S., D.P.H.: D.D.M.S., Mauritius. 
NuGENT, D. A. W., M.B. Madras, D.P.H., D.T.M.&H.: 
hygienist, ministry of health, Gold Coast. 
NWOKOLO, C., M.R.C.P.E.: specialist (physician), Eastern Nigeria. 
ONWUMERE, R. E., M.R.C.S., D.O.: specialist (ophthalmology), 
Eastern Nigeria. 
PARKIN C. H., M.D., D.P.H.: senior radiologist, Jamaica. 
The Birmingham Regional Hospital Board inform us that Dr. 
W. G. A. Begg, whose appointment as assistant psychiatrist to 


deputy physician- 


specialist 


Shrewsbury group of hospitals we announced in our issue of Dec. 8, 
later withdrew from the appointment. 
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Notes and News 


PATHOLOGICAL SPECIMENS BY POST 


THE Post Office has expressed concern at the ineffective 
packing or sealing of some pathological specimens sent through 
the post. If the material is infected or toxic, this may be 
hazardous for Post-Office workers, and, through contamina- 
tion of other mail, for the general public. Sometimes a patient 
is given a receptacle to send a specimen, but not told how to 
pack it; written instructions should always be given with 
containers. The Post Office’s instructions for packing such 
deleterious substances, which may be sent by letter post 
but not by parcel post, are as follows : 

Any such liquid or substance must be enclosed in a receptacle, 
hermetically sealed or otherwise securely closed, and this receptacle 
must itself be placed in a strong wooden or metal case (or other 
case which has been approved by the Post Office) in such a way that 
it cannot shift about, and with a sufficient quantity of some absor- 
bent material (such as sawdust or cotton-wool) so packed about the 
receptacle as absolutely to prevent any possible leakage from the 
package in the event of damage to the receptacle. The packet so 
made up must be conspicuously marked “ Fragile with Care” 
and bear the words ‘*‘ Pathological Specimen.” 


MEDICAL MEMBERSHIP OF HOSPITAL AUTHORITIES 


THE Minister of Health has accepted the recommendation of 
the Guillebaud Committee that no more than a quarter of the 
members of regional hospital boards should be doctors. In 
a circular to hospital authorities (H.M. [56] 111) he explains 
that in future he will observe this principle in appointing 
regional hospital boards, and asks that the boards shall do 
the same when appointing hospital management committees. 
The Guillebaud Committee made no recommendation about 
the membership of boards of governors, and, as university 
nominees (who may be doctors) sit on these boards as well as 
representatives of the hospital medical staff, the Minister 
thinks it inappropriate to limit the proportion of medical 
members on these boards to a quarter of the total membership. 
But he has asked R.H.B.s when nominating their members to 
boards of governors to bear in mind “the desirability of 
securing a reasonable balance of lay representation.”’ 


MEDICAL CARE FOR AMERICAN SERVICEMEN’S 
DEPENDENTS 


Tue dependents of American Servicemen who live on or 
near military posts have by tradition been allowed to share 
the medical services available to their husbands and fathers. 
In practice this has come to mean that no medical care is 
provided for those who probably need it most-—the families 
of men serving overseas. The Dependents Medical Act was 
passed last year by Congress to correct this anomaly. When the 
Act was under discussion the Armed Services committees said 
that the Services could no longer compete with private industry 
for talented men, because industry offered so much more in 
benefits such as health insurance. Under the Act the new 
scheme, which is popularly known as Medicare, came into 
force last month (New York Times, Dec. 25, 1956). It provides 
hospital and medical care for the 800,000 dependents of 
Servicemen who do not live at military posts. Hospital fees 
are being arranged through an insurance company, which is 
handling the business without profit, and through the Blue 
Cross, a non-profit organisation. In all save two States doctors’ 
fees will be handled by State medical associations. Where 
a Service wife prefers to go to a civilian hospital the govern- 
ment will usually pay a substantial part of the costs. 


COUNTY CHARITIES 


Tue Welfare State has not wiped out the need for private 
charity but it has altered its purpose. The widow can now 
rely on getting her dole from the post-office, the orphan 
is sure of his schooling; but both will still be grateful for 
some extra help—perhaps to buy more coal at Christmas, 
perhaps to eke out a scholarship which leaves little over for 
clothes or books. Through the centuries almost every village 
has acquired some local trusts. With the changing value of 
money some are today worth much less than their donors 
intended. Others by fortunate investments have greatly 
increased their incomes. A register of all this scattered well- 
doing would be useful to many people, and Dr. J. H. C. Clarke 
by listing Charities in Kesteven has provided what is thought 
to be the first county list. Other medical officers of health may 


follow his example, for, as he points out in his introduction, 
charities 


‘* can be regarded as an instrument for the betterment 
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of public health.’ ~The present state of honest but ineffective 
nescience is well shown by the last entry on his list under the 
heading Unknown Charity.” 


An income of 10s. 8d. p.a. is paid by the Charity Commissioners 
into the Midland Bank, where it is accumulating, the balance being 
now a little over £9. Nothing appears te be known locally as to 
the origin or purpose of the Charity. 

By the end of 1957 surely some part of Kesteven will have put 
that £9 to good use. 


NEW MULTILINGUAL JOURNAL 


Living Conditions and Health, a new quarterly journal 
sponsored by the World Congress of Doctors for the Study of 
Present-day Living Conditions, appears in identical form in 
English, Chinese, French, German, Russian, and Spanish. 
The English edition may be had from Dr. A. Ryle, the 
Caversham Centre, 25, Caversham Road, London, N.W.5 
(annual subscription 26s. ; single copies 7s. 6d.). 


Royal College of Physicians of London 

Dr. D. D. Reid will give the Milroy lectures on Tuesday 
and Thursday, Feb. 5 and 7, at 5 p.M., at the college, Pall Mall 
East, S.W.1. He will speak on Environmental Factors in 
Respiratory Disease. 


Royal College of Surgeons of England 

The Hunterian festival dinner will be held in the college 
on Thursday, Feb. 14. The guests will include the Archbishop 
of Canterbury, the Lord Chancellor, the Minister of Education, 
and the Secretary of State for War. Fellows and members 
may obtain tickets (£2 10s.) from Mr. W. F. Davis, deputy 
secretary of the college, Lincoln’s Inn Fields, London, W.C.2. 


International Congress of Therapeutics 

This congress, which is sponsored by thé’ International 
Union of Therapeutics, will be held at Utrecht from June 4 
to 6. Further particulars may be had from the general 
secretary, Vondellaan 6, Utrecht, Holland. 


British Association of Plastic Surgeons 

At a meeting of this association on Dec. 14, with Mr. Wilfred 
Hynes in the chair, Mr. R. P. Osborne was elected president- 
elect and treasurer, and Mr. C. R. McLaughlin hon. secretary. 


Royal Appointment 

Surgeon Captain Reginald Wear, R.N.v.R., has been 
appointed an honorary physician to the Queen in succession 
to Surgeon Captain H. M. Willoughby. 


World Federation for Mental Health 
Dr. Margaret Mead, president of the federation, will give 
an address at County Hall, Londof, 8.E.1, on Friday, Feb. 8, 
5.45 p.m., on Mental Health in a Changing World. Tickets 
(2s. 6d.) may be had from the National Association for Mental 
Health, 39, Queen Anne Street, W.1. 


Chronic Rheumatic Diseases 

A course on this subject, with lectures, ward rounds, and 
practical demonstrations, is being held at the. rheumatism 
unit of St. Stephen’s Hospital, Fulham Road, London, 
S.W.10, on Saturday and Sunday, March 9 and 10. Further 
particulars can be had from the secretary, Fellowship of 
Postgraduate Medicine, 60, Portland Place, W.1. 


Education of the Public regarding Cancer 

The Central Council for Health Education is holding a 
conference on this subject at B.M.A. House, London, W.C.1, 
on Thursday, Jan. 24, at 11.15 a.m. The conference is intended 
for chairmen of health committees, medical officers of health 
and their staff, members of hospital staffs, and others 
interested. The speakers will include Mr. R. W. Raven and 
Dr. John Burton. Further particulars may be had from the 
council, Tavistock House North, Tavistock Square, London, 
W.C.1. 


World Medical Association 

The World Medical Association, founded in 1947, has as its 
first object “to promote closer ties among the national 
medical organisations and among the doctors of the world by 
personal contact and by all other means available.”’ A British 
supporting group is to be formed, to stimulate interest in, 
and provide financial support for, the association. The 
inaugural meeting will be held at British Medical Association 
House, Tavistock Square, London, W.C.1, at 3.30 p.m. on 
Tuesday, Jan. 29. 
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British Overseas Airways Corporation 
Dr. Kenneth Bergin, B.O.A.C.’s medical superintendent, 


Air Services, has been appointed to the post of chief medical 
officer to the corporation. 


Nuffield Dental Fellowships 

One of the aims of these fellowships is to enable graduates 
in medicine and science to qualify themselves to undertake 
teaching and research on dental health and disease. Further 
particulars will be found in our advertisement columns. 


Ageing and Old Age 

A symposium on this subject, organised by the department 
of studies in psychological medicine of the University of 
Liverpool, will be held on wwf March 23. The speakers 
will be Dr. A. Heron, Prof. A. B. Semple, and Prof. Martin 
Roth. Further particulars can be had from Dr. H. Jarvie, 
77, Bedford Street South, Liverpool, 7 


Royal Society of Health 

The annual congress of this society is to be held at Folke- 
stone from April 30 to May 3. For the first time it will include 
a section on hospitals, over which Lord Inman, chairman of 
Charing Cross Hospital, will preside. The tercentenary of the 
death of William Harvey coincides with the congress, and 
Sir Arthur MacNalty, F.x.c.r., will give a lecture on Harvey’s 
influence on public health. Further particulars may be had 
from the secretary of the society, 90, Buckingham Palace 
Road, London, 8.W.1. 


Volunteers for Research on Common Cold 

The Common Cold Research Unit at Harvard Hospital, 
Salisbury, is starting its eleventh year with an appeal for more 
volunteers, especially for the next two 10-day sessions, 
starting on Jan. 15 and Jan. 29. From now until the end of 
March some 100 volunteers are wanted, and there will be 
vacancies during the rest of the year for 400 to 500. Comfort- 
able living quarters are provided, fares to and from Salisbury 
are paid up to a maximum of £3, and 3s. a day pocket money 
is allowed. Volunteers should be between 18 and 45 years 
of age and in normal health. Further particulars may be had 
from the medical superintendent of the hospital. 


Committee on Public Health Engineering 


The Institute of Sewage Purification, the Institution of 
Municipal Engineers, the Institution of Public Health 
Engineers, the Institution of Water Engineers, the Royal 


Society of Health, the Royal Institute of Public Health and 
Hygiene, the Sanitary Inspectors’ Association, and the Society 
of Medical Officers of Health have agreed to set up a coérdi- 
nating committee to deal with problems in this field. Sir 
Allen Daley, F.8.0.P., is the chairman and the secretary is 
Mr. P. Arthur Wells, M.sc. (Royal Society of Health, 
90, Buckingham Palace Road, London, S.W.1). 


Medicat Research Council 

The council invite applications for the following fellow- 
ships for 1957-58 : 

Rockefeller Travelling Fellowships. 
for graduates resident in this country who have had some training 
in research work in clinical medicine or surgery, or in some other 
branch of medical science, and who are likely to profit by a period 
of work at a centre in the United States or elsewhere abroad, before 
taking up appointments for higher teaching or research in the 
United Kingdom. 

Dorothy Temple Cross Fellowships in Tuberculosis.— These fellow - 
ships offer special opportunities for study or research to British 
doctors who intend * to devote themselves to the advancement by 
teaching or research of curative or preventive treatment of tuber- 
culosis.”” The fellowships will, as a rule, be awarded to candidates 
who wish to make their studies or inquiries elsewhere than in the 


These fellowships are intended 


United Kingdom. 
Alexander Pigott Wernher Fellowships in Ophthalmology and 
Otology.—These fellowships are intended for doctors who are likely 


to profit by a period of work in ophthalmology or otology at a centre 
abroad before taking up positions for higher teaching and research 
in these branches of medical science. The awards will pormally 
be tenable for one year. 

All the fellowships provide for the payment of a main- 
tenance allowance at the rate of £650 per annum for a single 
fellow or £900 per annum for a married fellow ($2700 and 

$3900 respectively if the fellowship is held in the United 
States). Allowances are made for travelling and other 
approved expenses. Forms of application for these fellow- 
ships may be had from the secretary of the council, 38, Old 
Queen Street, London, 8S.W.1, with whom applications must 


be lodged by March 15 (March 31 for the Pigott Wernher 
fellowships). 
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Diary of the Week 


JAN. 13 To 19 


Monday, 14th 


POSTGRADUATE MEDICAL SCHOOL OF LONDON, Ducane Road, W.12 
4pm. Dr. A. C. Dornhorst: Pulmonary Physical Signs. 
INSTITUTE OF NEUROLOGY, National Hospital, Queen Square, 
W.C.1 


5.30 p.m. Sir Rudolph Peters, F.R.8.: Biochemical Aspects of 
Vitamin-B Group Disorders in Relation to the Central 
Nervous System. 


Tuesday, 15th 
Roy ALC JOLLEGE OF PHYSICIANS OF LONDON, 
S.W.1 


Dr. W. D. W. Brooks: Prevention of Tuberculosis. 
Daniels lecture.) 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
8 p.M. Patholog Epidemiology and Preventive Medicine. Dr. 
e Kk. Andrews, Dr. J. C. McDonald, Dr. H. G. Pereira, 
. R. G. Sommerville : Adenovirus Infections. 
st. Mary’ ‘HOSPITAL MEDICAL Sc HOOL, Paddington, W.2 
5 pM. Prof. L. Penrose, Inheritance of Foetal 
Deformities 
BRITISH POosTGRADU ATE MEDICAL FEDERATION 
5.30 pM. (London Seer of Hygiene and Tropical Medicine, 
Keppel Street, W.C.1.) Prof. A. J. Lewis: Social 
Psychiatry. 
INSTITUTE OF DERMATOLOGY, Lisle Street, London, W.C.2 
5.30 P.M. Miss H. C. Hodges : Conservative Radiotherapy. 


Pall Mall East, London, 


5 P. M. (Mare 


Wednesday, 16th 
ROYAL SOCIETY OF MEDICINE 
8.15 P.M. General Practice. 
Morgan: Piles. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
2pm. Prof. G. Payling Wright: Cell Regeneration and Patho- 
logical Processes. (Second of two lectures.) 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, 8.W.3 
5pm. Dr. E. H. Hudson: Results of Prolonged Chemotherapy 
in Pulmonary Tuberculosis. 
INSTITUTE OF DERMATOLOGY 
5.30 pM. Dr. Arthur Tickner: Minerals in Skin Metabolism. 
EUGENICS 
5.30 pM. (Burlington House, Piccadilly, W.1.) Dr. 
Simonds: Twin Research in Tuberculosis. 
ROYAL MICROSCOPICAL SociETY, Tavistock House 
5.30 pM. Mr. J. Smiles: Fluorescence Microscopy. 
address.) 
FACULTY OF PHYSICIANS AND SURGEONS 
242, St. Vincent Street, Glasgow 
5 pM. Prof. E. Dahl-Iversen: 
Hyperplasias and Adenomas 
lecture.) 


Dr. A. Robin Abel, Mr. C. Naunton 


Barbara 


South, W.C.1 
(Presidential 


GLASGOW, 


Diagnosis and Treatment of 
of the Adrenals. (Weild 


OF 


Thursday, 17th 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 
5 Dr. Raymond Daley: Autonomic Nervous System in its 
Relation to Some Forms of Heart and Lung Disease. 
(First of two Goulstonian lectures.) 
ROYAL SOCIETY OF MEDICINE 
4.45 P.M. Dermatology. Dr. R. M. B. MacKenna: Samuel Plum be— 
the Forgotten Dermatologist. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
2ep™u. Mr. D. W. C. Northfield: Tumours Involving the Floor 
of the Third Ventricle. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 pM. (London School of Hygiene and Tropical Medic ine, 
Keppel Street, W.C.1.) Prof. E. G. T. Liddell, F.R.s. 
Cajal and Sherrington. 
INSTITUTE OF CHILD HEALTH 
5 p.m. (Hospital for Sick Children, Great Ormond Street, W.C.1.) 
Prof. C. A. Janeway (Boston): Resistance to Infection in 
the Child. 


ROYAL Society OF TROPICAL MEDICINE AND HYGIENE, 26, Portland 
Place, W.1 
7.30 p.m. Prof. P. C. C. Garnham, Prof. C. P. Beattie, Dr. I. A. B. 
Cathie, Mr. R. Loinson: Toxoplasmosis. 


BRITISH INSTITUTE OF }:ADIOLOGY, 32, Welbeck Street, W.1 
Spm. Dr. John Read (University of Otago), Prof. Herman B. 
Chase (Brown University, U.S.A.): Radiation Damage 
Likely to be Involved in Tumour Regression. 
LIVERPOOL MEDICAL LNSTITUTION, 114. Mount Pleasant, Liverpool, 3 
8 pM. Prof. C. V. Harrison: Vascular Changes in Pulmonary 
Hypertension. 
Sr. ANDREWS UNIVERSITY, Queen’s College, Small’s Wynd, Dundee 
5pm. Prof. E. J. King, p.sc.: Enzymes in Clinical Investigation. 


Friday, 18th 


ROYAL SOCIETY OF MEDICINE 
8 p.m. Pediatrics. Professor Janeway: Nephrosis. 
8.15 P.M. Radiology. Mr. H. Jackson Burrows, Prof. B. W. 
Windeyer, Dr. J. W. Stewart: Ankylosing Spondylitis. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
4 pm. Prof. Alexander Haddow: Modern Views on Carcino- 
ge nesis. 
KING’s COLLEGE HosprraAL MEDICAL ScHOOL, Denmark Hill, 8.E.5 
4.45 pM. Dr. Cuthbert Dukes: Pathology and Treatme nt of 
Cancer of the Colon and Rectum. (Dorothy Platt lecture.) 
YORKSHIRE SOCIETY OF AN 2STHETISTS 
8.30 p.m. (Leeds General Infirmary.) Dr. W. M. Shearer: Steroid 
Anesthesia. 
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(phenyl-(a-piperidyl)-acetic acid methyl ester hydrochloride ) 


ANTIDEPRESSIVE AND STIMULANT 


for 
GENERAL DEBILITY 
MENTAL AND PHYSICAL FATIGUE 
POST INFLUENZAL DEPRESSION 


CONVALESCENCE 


Does not impair appetite nor produce agitation 


Available in tablets of 10 mg. in bottles of 25, 100 and 500 


CIBA 


* Ritalin’ is a registered trade mark. Reg. user: 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX. 
Telephone : Horsham 4321 : Telegrams: Cibalabs, Horsham 
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“Yes Doctor, I’m doing famously since 
you told mother to start me on solids 


with SCOTT’S Twin-Pack”’ 
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rue ‘stanco’ GARDIAC DEFIBRILLATOR 


For the stoppage of ventricular fibrillation 


Yj 


by the accepted method of controlled 
electric shock. 

Features of the new ‘Stanco’ 
Defibrillator include easy mani- 
pulation, alternative applicator 
heads to suit the Surgeon’s 
technique and complete 
gas proofing of both casing 


and foot switch. 


SPECIFICATION 


Power Supply: 50-60 cycles A.C. mains only. 

Shock Range: 100, 125, 150, 200, 250, 300 and 350 Volts. 

Electrodes: baer pairs, large and small interchangeable 

eads. 

Holders: May be used as tongs or separately. 

Foot Switch: Gasproof. One shock only per depression. 

Shock Duration: 1/5 second. 

Safety Duration: Audible and visual signals that apparatus is 
switched on. Pronounced additional audible 
signal when shock occurs. 


Casing: Aluminium, gasproof. 
Finish: Ivory stove enamel. 
Dimensions: 12” x 8” high x 124”. 
Weight: 28 Ibs. complete. 


Our Electro-Medical Equipment 
Department will be pleased to 


answer any enquiry regarding 


this equipment. 


STANLEY COX LIMITED 


ELECTRO MEDICAL APPARATUS AND PHYSIOTHERAPY EQUIPMENT 
93-97 NEW CAVENDISH ST., W.I Telephone: LANGHAM 4551/6 
WEST OF ENGLAND: 23 Broad Street, Bath. Tel: 2322 NORTH OF ENGLAND: D.6 Victoria Buildings, 32 Deansg 
Manchester 3. Tel: DEAnsgate 3726. SCOTTISH REPRESENTATIVE: H. A. West, 41 Watson Crescent, Edinburgh. Tel: 68538 
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“Doctor, can you help 
me to sleep better?” , 


Tue patient who complains of uneasy sleep is often 
one of the doctor’s most troublesome problems. 
The beneficial effects of a warm food drink at 
night are well established, and many doctors recog- 
nize Horlicks to be the ideal nightcap. 
Horlicks is partially predigested and is suitable 


for patients of all ages. 
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When prescribing infra-red or ultra-violet 
rays for self-treatment... 


... remember these advantages 


of PHILIPS Health lamps 


(Made in Holland) 


— MODEL “B” 


This is a simply constructed and lightweight lamp that helps, 
quickly and comfortably, to relieve many ailments of a 
rheumatic nature. The patient can, after medical advice, give 
himself home treatment in a standing, sitting or lying position 
and in any room where there is an electric point. The lamp is 
obtainable only on production of a signed medical certificate. 
Price £3 .3. 0. 


—MODEL “A” 


Basically, this is the same lamp as the one above. It has, 
however, been given a stream-lined, robust stand, the base of 
which enables the lamp to be more easily fixed to a wall and 

the rays directed downwards. INFRAPHIL is particularly 
suitable for sportsmen and athletes, who will use it as an aid 
to massage and for the relief of sprains, bruises and muscular 
fatigue. Obtainable on medical certificate only. Price £4. 4.0. 


Ultra-Violet SUNILAMIIP 


Compact and attractive in appearance, this Philips ultra-violet 
lamp has the double advantage of portability and 
manoeuvrability. It is simple and safe for your patients to use, 
under Medical Guidance, in the comfort of their own home. 
Goggles are, of course, essential and these are provided with 
the lamp. Again, a signed medical certificate is necessary 

for purchase. Price £5.17. 6. 


We shall be glad to supply further details of any of 
these lamps. Please address your enquiries to: 


PHILIPS ELECTRICAL LIMITED 


ELECTRICAL APPLIANCES DIVISION CENTURY HOUSE SHAFTESBURY AVENUE 
(INFIO: 
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SULPHONET 
SQUARES 33” x 33” 
STRIPS 5 yds. x 34” 

A ready-to-use wide- 
mesh gauze dressing 
for wounds, burns, skin 
grafts, etc. Squares 
impregnated with pet- 
roleum jelly and sul- 
phathiazole 5°, ; strips 
with wool-alcohol 
emulsion containing 
sulphathiazole 5%. 
Packs—tins of 5, 10 
and 36 pieces available 
on E.C.10. 


URO-SULPHONET 
IN STRIPS 5 yds. x 34” 
A wide-mesh tulle strip 
impregnated with a 
wool-alcohol emulsion 
embodying sulphathia- 
zole 5°% and urethane 
2%. Analgesic, healing 
and bacteriostatic, this 
dressing is ideal for 
wounds, ulcers, sloughs 
and burns. 


PETRONET 
PARAFFIN GAUZE DRESS- 
ING B.P.C; 

Petronet consists of 
gauze square impreg- 
nated with petroleum 
jelly and balsam of peru 
1.25 Forall surgical 
lesions, especially for 
the donor and receptor 
areas of a Thiersch skin 
graft. Packs—-squares 
32" X singly envel- 
oped, tins of 5, 10 and 
36 pieces available on 


Fully descriptive literature is available from the manufacturers 


DALMAS LIMITED 


JUNIOR STREET LEICESTER 
and LONDON Established 1823 
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‘A splendid nightcap 


and it’s nourishing too!’ 


Bourn-vita is made from 
malt, milk, sugar, 
cocoa and eggs 


sleep sweeter 


BOURN-VITA 


made by CADBURYS 


2 
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For the relief of 
respiratory congestion 


An effective inhalant for treating congestion in cases of 
bronchial catarrh, common cold and bronchitis, Crookes 
KARVOL Inhalant Capsules clear respiratory tracts rapidly 
and decrease irritation. 

Patients find the ease of application practical; all that is 
required is to snip off the end of the capsule and squeeze the 
contents into a handkerchief. No unpleasant reaction is felt on 
inhaling the vapour, which is antiseptic and will relieve severe 
bronchial conditions almost immediately. 

Contains chlorothymol 0.7%, chlorbutol 6.6%, menthol 7.9% 
and the essential oils terpineol, oil of cinnamon and oil of pine. 


Crookes KARVOL INHALANT CAPSULES 


Bottle of 20 Capsules 3/4d. (including Purchase Tax) subject to professional discount. 


THE CROOKES LABORATORIES LIMITED + PARK ROYAL + LONDON N.W.16 


For 40 years 


RYO OL 


r 


Chronic Discharge of the Ear 


has been used successfully in the treatment 
of ASTHMA and CHRONIC BRONCHITIS and 
may be prescribed on N.H.S. Form E.C.10 


“ Eupinal ’’ contains lodine and Caffeine combined in a most 
elegant and effective form. 

In chronic Bronchitis “ Eupinal *’ softens the tough accumu- 
lated mucus in the bronchial tubes and allows it to be more 
readily expectorated. In Asthma it possesses a more 
markedly soothing effect, lessening the frequency of attacks 
and reducing their severity ‘and duration, and relieving 
breathlessness. _‘* Eupinal ’’ contains no poison and is safe 
in use. 


A PRODUCT OF 
Cuxson , 


OLDBURY BIRMINGHAM 
Phone : BROadweil 1355 


because 


RYOTOL is lethal to Ps. Pyocyanea, Staphylo- 
coccus aureus, Proteus vulgaris and Streptococcus 
pyogenes found in C.S.0.M. and Otitis Externa. 


The presence of Ps. Pyocyanea has been demonstrated 
in 90% of cases of chronically discharging ears. This 
highly resistant organism is unaffected 

penicillin, sulphonamides and many other bacteri- 
cides. It produces abundant pus and is therefore 
extremely troublesome. 


RYOTOL Ear ~~~ are the outcome of official clinical 
ollo 


work on humans, wing outstanding results obtained 
in the veterinary field. 

Formula : 

Monopheny!l ether of ethylene glycol .. os viv 
Pheny!mercuric Nitrate. . O1%W/¥ 


in a stabilised non-irritant base 


Samples and literature gladly forwarded on request. 


TANKERTON: KENT 


"hn 
= Capsucts 
= 
SRALORLES: —— 
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How do yo¢ tackle flat foot? 


do you prescribe an external wedge on the shoes? 


BUT the wedges soon wear away; and very often 
the child is made to feel self-conscious because 
his shoes look different from other children’s. 
Surely it’s more logical to have a wedge built-in 
between the inner and outer sole—invisible, and 
completely unaffected by wear or repair of the 
shoe. That is how Start-rite INNERAZE shoes 
are made; why they are the only practical 


solution to this problem. 


Information from Mr. W. 7. Peake, James Southall 
& Co. Lid., Crome Road, Norwich. 


Inneraze Shoes are supplied only against medical 


(who make the finest children’s shoes of all types) 


prescription 


{ly 


THE WORLD’S GREATEST BOOKSHOP 


BOOKS» 
Famed Centre For 


Medical Books 


New, secondhand and rare books on every subject. 
Stock of over 3 million volumes. 


119-125 CHARING CROSS ROAD LONDON WC2 
Gerrard 5660 (20 lines) +e Open 9-6 (inc. Sats.) 
Nearest Station: Tottenham Court Road 


SPRINGFIELD HOUSE 


Beprorp 3417 Near BEDFORD 
MENTAL CASES (including the aged) 


Fees from Nine Guineas per week 
For forms of admission, &c., apply to the Resident Physician, 
Crepric W. Bower. 
INTERVIEWS IN LONDON BY 


Phone: 


For 


APPOINTMENT. 


CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone : PINNER 234 


Private Nursing Home for Mental and Nervous illness. 
All modern forms of treatment. Two country houses in adjoining 
grounds of 5 and 6 acres respectively, 12 miles from London. 
Trains every 15 minutes from Baker Street to Pinner. 

DOUGLAS MACAULAY, M.D., D.P.M. 


BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 
Established in 1911 Tel.: BYRon 1011 & 4772 
(Incorporated Association not carried on for profit) 

A private clinic for the treatment of the neuroses and nervous 
disorders by psychotherapy and all modern physical therapies. 

Apply: MepicaL DIRECTOR 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. Ali types 

of treatment carried out. Accommodation for Alcoholics and Addicts 

available Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 


Apply to Or. J. A. SMALL Telephone : Norwich 20080 


CLIFFDEN, 


TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
In the same grounds, ROWDENS, a comfortable house with lovely views. 


Beautiful garden and own dairy in 35 acres 
Private road to the beach 


There is aso a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. 
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ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537° 


A, 
aa Wedge shoes by START-RITE 
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ST. ANDREW’S HOSPITAL 
NORTHAMPTON 
Presipent: THe EARL SPENCER 
MEDICAL SUPERINTENDENT : THOMAS TENNENT, M.D., F.RCP., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park —e - ple asure “grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriologic: al, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency tre atment. It also -ontains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this brane h, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Pat ients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital ther re are e ricket grounds, foot ball and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and 
provided for handicrafts, such as carpentry, etc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: ‘Northampton 4354 (3 lines)), who 
can be seen in London by appointment, 


wling greens. Ladies and gentlemen have their own gardens, and facilities are 


THE MEDICAL PROTECTION SOCIETY timirep 


Over €0 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


Vacancies 
ACADEMIC AND EDUCATIONAL Page| Hounslow. Sr. H.O. 55 | Manchester R.H.B. Reg. 56 
SECTION 47 ato aster Royal Lancaster Inty. Oxford United Hosps. Loe um Reg. 57 
1.0. 56] Southampton. Royal South Hants & 
AN#STHETICS Luton & Dunstable. Sr. H.0.. 56] Gen. Sr. H.O. 58 
Central Middlesex, N.W.10. Sr. H.O. 50] Maidstone. West Kent oon. Sr. H.0. 56] Australia. Roe khampton _ Hosp. 
North East Met. R.H.B. Reg. 51] Nottingham Gen. Sr. H.¢ 57 Queensland. P.-t. Specialist 49 
Royal Free Hosp. Group. Sr. H.0. & nul a. Hosps. B.O.M. Jr. ; | GERIATRICS 
Royal Masonic, W.6. P.-t. Cons. .. 481 Reading & Dist. H.M.C. Sr. H.¢ 58 Hornchurch, y HM.O. 
St. Martin's. et 521 errington Jr. H.M.O. ‘H.O. Leeds R.H.B. Cons. 19 
ournemouth & Eas orse roup or Sr. H.¢ 5 - 
of Hosps. Reg. 53] Watford. Sr. HO. Southampton Group of Hosps. Reg. 58 
Burton Gen. Jr. H.M.O. a .. 53] Weston-super-Mare Gen. Sr. H.0. .. 60 | HEMATOLOGY 
Carshalton. St. Helier. Reg... << a South West Met. R.H.B. Jr. H.M.O. 52 
Newcastle R.H.B. Reg. - .. 57] CHEST AND TUBERCULOSIS South Africa. Durban Blood Trans- 
Portsmouth Group H.M.C. Reg. .. 57] Brompton, S.W.3. P.-t. Sr. Reg. 50 feaio n Service. Med. Di waned & 
She ld United Hosps. & R.H.B. Sr. Chest > 50 P.-t. M.O. 50 
- 597 Willesden Chest Clinic, N.W.10. ae. 52 
Sheffield United Hosps.’ .. 69] Driffield. Northfield San. Sr. H.O 54 INFECTIOUS DISEASES #.0 
Shrewsbury. Royal Infy. & Epsom Group H.M.C. Reg. . 55 N.W.10 "Reg. ae 51 
Copthorne. Sr. H.¢ .. 59] Glasgow. Robroy Jr. & PI rmouth. “Scott Isolation. ‘Sr. H.O. 
Southend-on-Sea Gen. "sr. .. 58 Locum Jr. H.M. 55 iT 
St. Albans City. Reg. & Locum Reg. 59] Halifax. Hall. Sr. H.0. 55 
St. Helens & Dist. H.M.C. Sr. H.O... 59] Harefield, Middx. Reg. .. 455] MEDICINE ‘ 
Sunderland Area H.M.C. Sr. H.O. .. 59] Leeds R.H.B. Locum Sr. H. M0. 49] German, E.8. H.O. 50 
Swansea. Morriston. Sr. H.O. .. 59] Leicester Isolation Hosp. & Chest Hammersmith Hosp. ‘& P.G. Med. 
Welsh R.H.B. Cons. .. Unit. Reg. .. 56 School, W.12. Regs. & Sr. H.O. 50 
Wolverhampton Royal. Sr. H.0. .. 60] Scotland. South-Eastern R.H.B. North West Met. R.H.B. P.-t. Cons. 48 
York County, City, Military & Reg. 58] Queen Mary’s Hosp. for the East 
Fulford Hosps. Sr. H.O... .. 60] Sully, Glam. Sr. H.O... End, B.15, 
Northern Ireland Hosps. Auth. Reg. 60 St. Charles’, W 10. Pre-reg. H 
0 8, 
CARDIOLOGY Hosp. for Sick Child., W.C.1. Sr. H.O. 52 Bevere estwood. H. 0. or &r. 
South West Met. R.H.B. P.-t. Coms. 49 DERMATOLOGY H. 52 
218. | Birmingham. Skin. Sr. H.O. or H.O. 52 Bidetord & Dis. 
emorial, S.E. Sr. 
St. Mary's, W.2. Sr. .. 52.) EAR, NOSE, AND THROAT 
Bebington. Clatterbridge. Jr. H.M.O. &T., 8. Reg. .. se Reg. 
Birmingham United Hosps. H.O. .. 53] Royal National T.N. E., W. Reg. ster 
Brighton. Royal Sussex County. or Sr. H.O. .. Kast Ridin Gen. 
Jr. H.M.O. or Locum 53 | Royal National T.N. & E., W. P.-t. lian R. ILB 
Croydon. Mayday. Sr. H.O 54 G.P. Clin. Assts. & O.-P. Assts. 51 na Hi 
Dudley, Stourbridge & Dist. Sr. O. 54] Whittington, N.19. Reg... 52) 
Edgware Gen. Sr. H.O. 541 Birmingham United Hosps. H.O.’s.. 53 Ro Exeter 
Grimsby Gen. Sr. H.O. 55| Bradford. Royal Eye & Ear. Sr. uX€ oya. ev 54 
Hertford County. Sr. H. 55 a H.0.’s 
Hillingdon, Middx. Jr. M.O. 551 Doncaster Royal Infy. Sr. H.O. BY! ‘exertenf) 
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Halifax. Royal Infy. H.O. .. .. §5| PATHOLOGY Chelmsford. St. John’s. H.O. 54 
Haverfordwest. Pembroke County Group Labs. Greenwich & re ptford Colchester H.M.C. H.O.’ 54 

War Mem. Pre- reg. H.O 55 & Seamen’s Groups. Sr. H. i Derby City. Pre-reg. H. Oo. orSr.H.0. 54 
Hemel Hempstead, St. I aul’s & West Group Lab., Mile End a. E.1. Derby. Derbyshire Royal Infy. H.O. 54 

Herts Hosps. Pre a g. H.O 55 Sr. H. .. 50] Dudley, Stourbridge & Dist. Sr. H.O. 
Huntingdon County. H.O. 551 Le ‘wisham Group Lab., Ss .E.13. Sr. & Pre-reg. H.¢ -. 64 
Ipswich & Kast Suffolk. Pre- -reg. H.O. 56 Pee 50 | East ¢ a rland ii. M.C. H.0.’s 54 
Lancaster. Royal Lancaster sae -.. Free Hosp. Group. H.0. 51] Enfield. Chase Farm. Pre-reg. H. Oo. 55 

Pre-reg. H.O. 56 | St. Mary’s, W. Re ne 52 | Epsom Dist. Pre-reg. H.O. 54 
Manchester R. i. B. Reg 56 | Westminste r, “Reg 52 | Haverfordwest. Pembroke ‘ounty 
Northwood, Middx. ces Vernon. Glasgow. Victoria Infy. _* * 55 War Mem. Pre-reg. H.O. 55 

‘ 57] Manchester. ‘rumpsall. Sr. H.0. . 56} Hemel Hempstead. Ww est. Herts. 
Nottingham C ity. H.¢ ae 57} Mid Glamorgan H.M.C. Sr. H.O. . 56 Pre-reg. H.O. 55 
Oxford United Hosps. ‘it. i 57 | Stoke-on- Or nt H.M.C. Jr. H.M.O Huddersfield. Royal Infy. H.O. 55 
Peterborough Mem. H.O 57 or Sr. H.¢ - Hull. Kingston Gen, Sr. H.O. 55 
Portsmouth Group H.M.C. Reg. x Woking & thertsey “Group “HLM.C. Ipswich & East Suffolk. H.O. 55 

Pre-reg. H.O.” 57 teg. .. 60] Kingston, Surrey. Sr. H.0.’s 56 
Romford. Olde hure > "'H.O.’s 58 Northe rn Ireland Hosps. Auth. Sr. Lancaster. Royal Lancaster Infy. 
Salisbury Gen. ee H.¢ 60 Pre-reg. H.O. 56 
She Nd United R.H.B. Sr. South “Africa. ‘Durban. Blood Trans- Spa. Warneford Gen. 

Re .. 458] fusion Service. Pathologist. 50 H.¢ 56 
Ww akeneld. Gen, Pre-reg. H.0. .8.A. Pittsfield Gen., Mass. Resident 60 rool, Bootie. Sr, H. .O. 
Australia. tockhampton osp., suton unstable. eg one 

ensland. P.-t. Specialist & Maidstone. West Kent Gen. Pre-reg. 
B.W.T1. University College Hosp. poo pe. 49 56 

oO. .. 60 Manchester. Christie Hosp. & Holt 
Canada. Re ddy Mem., Westmount, PSYCHIATRY Radium Inst. Sr. H.O. 56 

Montreal. Resident. .. 60] National Hosps. for Nervous Diseases. Manchester R.H.B. Regs. 56 
New Zealand. Thames ; Hosp. Board. Sr. Reg. :< aa .. 51] Mid Glamorgan H.M.C. H.O.’s 1g 56 

Asst. Med. Supt. (Sr. Reg. or Jr. North East Met. R.H.B. & St. Mitcham, Surrey. Wilson. sr. H.O. 56 

Specialist). . & 8, B.C. 1. Sr. Reg. . 51] Newcastle R.H.B. Cons. 49 

Thomas’s, 8 .E.1. Reg. (Research) 52 Northwood, Middx. Mount Vernon. 
NEUROLOGY Monyhull Hall. Jr. es 57 
National Hosps. for Nervous Diseases. .M.O. me bs 53] Plymouth. South Devon & East 
Regs. & Sr. H.O. or Reg. .. 51] Birmingham R.H.B. Sr. Reg. & Cornwall. Sr. H.O. & Pre- —_ H.O. 57 
52/53 | Poole Gen. Pre-reg. H.O 58 
NEUROSURGERY Birmingham United Hosps. “Sr. mas. 53 Group H. Pre- -reg. 
Liverpool United Hosps. P.-t. Cons... 48 | Cambridge United Cons. 48 H.O." 57 
Manchester R.H.B. Reg. 57 | Cardiff. Ely. Jr. H.M.¢ .. 53] Roe hale G Group of Hosps. rend -reg. 
Romford. Oldchurch. Sr. H. ‘0. 58 | Colchester. Severalls. Jr. H. M. H.¢ & 
Liverpool R.H.B. Sr. H.M.O.’s 48/49 Oldchurch. 58 
OBSTETRICS AND GYNZCOLOGY Oxford. Littlemore (Mental) & Romford. Rush Green. 0. 58 
Elisabe th Garrett Anderson, N.W.1. Ashhurst Clinic. Sr. H.O... .. 57] Romford. Victoria. H.O. 58 

H.¢ South-Western R.H.B. Deputy Med. Ryde. Royal I. + ‘Pre- Tee. 
Hosp. ek Women. W.1. Sr. H.O. 50 Supt. (Sr. H.M.O.) . 49 H.O. or Sr. H.¢ 58 
North East Met. R.H.B. Reg. 51 South West Met. R.H.B. Phys. Supt. Salisbury Gen iH oO. 58 
Birmingham. Marston Green Maty. ¢ Cons. : 49] Scunthorpe & Dist. War Mem. Reg. 58 

H.O. 53 Albans. She nley. Reg P 59 | Scunthorpe. War Mem. Sr. H.O. 58 
Birmingham. Solihulj. Sr. H.0. .. 53 Wickford. Runweil. Sr. H.0. 60] Sheffield. Wharncliffe. Sr. H.O. 
Bournemouth. Royal Vic tor ia. Reg. 53] York. Naburn & Bootham Park. H.O. 59 
East Anglian R.H.B. Reg .. 54 Jr. H.M.O. - 60] Slough. Upton. Locum Sr. Reg. 59 
Bast Cumberland H.M.C. 54| New York. Albany. Residencies 60 Southampton. Royal South Sante. 
Hendon Group H.M.C. H.O 55| Northern Ireland Hosps. Auth. Reg. a -- & 
Mid Glamorgan H.M.C. H. oO. . & & Locum Reg. .. 60 ns & Dist. H.M.C. . 
Morecambe. Queen Victoria, Sr. South Africa. Provincial Admin. of Stoke: -on-Trent. City Gen oo. 

Northwood, Middx. Mount Vernon. (Grade F). -. 49 Pro-reg. 0. 59 

H.¢ olver on oya »-reg. 
Paisiey & Dist: Hosps. B.O.M, H.O. 37 H. 60 
Plymouth. South Devon & East P.-t. Cor 4s] V - hester. Royal Hants County. 59/60 

Stoke-on-Trent. City Gen. "Pre-reg. — Hosps. for Nervous Diseases. 51 | Wre spam. Maelor Gen. Pre-reg. H.O. 60 
-- 59} gout ‘East Met. R.H.B. P.-t. Cons. 48] Wrexham. War Mem. Pre-reg. H.O. 60 
Wre xh. Trevalyn Manor Maty. St. James’, S.W.12. Sr. Reg. .. _. 511THORACIC SURGERY 

3irmingham Unitec osps. Cons. North Middlesex, N.18. Sr. H.O. .. 

OPHTHALMOLOGY | Chertsey. St. Peter’s. Reg. .. 54 E. Yorks. Castle Hill. 
Birmingham United Hosps. H.O. 53] Newcastle R.H.B. Locum Cons. . 49 Jr. H.™ 

—— Royal Surrey County. Sr. Northwood, Middx. Mount Vernon. Live Ang “Broadgreen. H.O.’s or 

nitec osps. socum eg. V wic i wi em. 
Nottingham & Midland Eye Infy. RADIOTHERAPY Warwick. hing, Baw ard 59 

Stoke-on-Tren North Staffs Royal Reg 5270 

Py t. oO. $59] Fast “Angiian R.H.B. H.M.O. 48] St. Peter’s, St. Paul’s & St. Philip’s 

Leeds R.H.B. Sr. 1f1.M.0 49 Hosps. Sr. Reg 52 
ORTHOP AZDICS Manchester R.H.B. Sr. 0. 49 | Bristol. Gen. Hesp. Group 
St. Thomas’s, S.E.1. P.-t. Cons. 48 | Sheffield No. 4 H.M.C. Sr. H.O. 59 M.C. Sr. H. me 53 
Birmingham R.H.B. P.-t. Cons 48 | RHEUMATOLOGY Newcastle Gen. Sr. H.0. 
Burton-on-Trent. Gen. H.O. 53] avlesbury. Stoke Mandeville. Sr. VENEREOLOGY 
Doncaster Royal Infy. Sr. H.O. = .. 52] Manchester R.H.B. Sr. H.M.O. 49 
Ilford. King George. Sr. 0 55 s Ss -Easte .H.B. 
Ipswich & East Suffolk, cotland. outh-Eastern R.H.B 53 | GENERAL 
Kingston, Surrey. Sr. H.¢ .. 56 ee = i eS Canada. Grace Hosp., Winnipeg. 
Lewes. Chailey He rite (Craft SURGERY Residencies & Sr. Internships. : 60 
School & Hosp.). Sr. H.O .. 66] Highlands Gen., N.21. H.O. .. .. 50] Canada. Reddy Mem., Westmount, : 
Newcastle R.H.B. Reg. 57 | Hosp. for Sick ¢ Ww. C.1. Sr. H.0. 52 Montreal. Jr. Internes. 60 
North East Met. R.H.B. Reg. .. SL] Lambeth, S.E.11. .. 50] New York. New Rochelle. Interne- 
Paisley & Dist. Hosps. B.O.M. Pre- Metropolitan, E.8. Pre: -reg. H.0.’s .. 50 _ Ships 60 
reg. H.O. .. 57] Mile End, E.1. H.¢ 50] U.S.A. Elmhurst Gen., N.Y. Interne- 
Reading. Battle. H. .. 58] Nelson, 8.W.20. . ahips & Residencies. . os 
Scunthorpe & Dist. War Mem. » 58] North East Met. R.H.B. Regs. .. SL] U.S.A. Miriam Hosp., Providence. 
Sheffield City Gen. Pre-reg. H.¢ .. 58] Queen » pgebeth Hosp. for om. « Inte rnship 60 
Watford. Peace Mem. H.O. .. 59 M.C | U.S.A. St. Elizabeth, Elizabeth, N.J. 
Welsh R.H.B. Reg. .. 60 | St. Mary. Abbots, W.8. H.O.. 52 Rotating Internship ee 
Wimbledon, 3.W.20. HO... ‘ 52 PUBLIC APPOINTMENTS 61 
PZDIATRICS Aberystwyth. Gen. Sr. 52 
Hosp. for Sick Child., w .C.1. Sr. H.0. 52] Accrington. Victoria. H.O. .. 62] GENERAL PRACTICE 62 
Memorial, 8.E.18. ‘ 50 North Devon Infy. Pre- NON-MEDICAL 62 
ueen Elizabeth » for ¢ ‘hild. reg -» 52 
HO. 51| Batity. Gen. Sr. H.0 52 | TOO LATE FOR CLASSIFICATION 62 
Bourne mouth & East Dorset H.M.C. Bedford Gen. H.O. .. on 52 | MISCELLANEOUS 62 
53] Birmingham R.H.B. Reg. .. — 
Hull, V 7 toria Hosp. for Sie k Cc hild. Birmingham United Hosps. H.O. .. 53 The Terms and ¢ Yonditions of Service of 

Sr. H.¢ as .. 65] Bournemouth. Royal Victoria. H.O. 53 | Hospital Medical and Dental Staff apply to 
ha Group H.M.C. Pre-reg. Bridgend Gen. Sr. H.O. & . +» 53] all N.IL.S. hospital posts we advertise, unless 

H.O. 57 | Cardiff United Hosps. Sr. H.O. .. 53 | otherwise stated. Canvassing disqualifies, but 
Sheffield United Hosps. Sr. (tee. 59] Carmarthen. West Wales Gen. Pre- candidates may normally visit the hospital 
Wrexham. Maelor Gen. H.O 60 reg. H.O... .. 54° by appointment. 
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Academic and Educational 


UNIVERSITY OF LONDON 
INSTITUTE OF ORTHOPDICS 
COURSE IN DISORDERS OF BONE 
8TH JANUARY-2ND FEBRUARY, 1957 
Monday, esti January—Town Section 


yeneral affections of the adult 

skeleton .. Mr. H. J. BuRRows 
The kidney and bone disease -. Dr. R. Nassm™ 
General properties of bone . Dr. H. A. SISSONS 
Radiology of secondary deposits in 

bone Dr. E. H. ALLEN 

Tuesday, 29th January —Country Section 

Chemistry of bone .. Dr. P. G. WALKER 


Metabolic cases .. Dr. R. Nassm™m 

Osteoporosis .. .. Dr. F._H. STEVENSON 

General clinical demonstration : Mr. J. I. P. JAMES 
Wednesday, 30th Section 

Osteomyelitis .. Mr. H. J. SEDDON 

Rare bone infections . .. Mr. H. J. SEDDON 


General clinical demonstration .. Mr. D. TREVOR 
Thursday, 31st January—Country Section 
Biochemical diagnosis of general bone 


diseases Dr. P. G. WALKER 
Response of bone and cartilage | to 
infection Dr. C. H. Lack 
General clinical demonstration .. Mr. P. H. NEWMAN 
Friday, Ist February—Town Section 
Recent advances in the pathology of 
tumours of bone... .. Dr. H. A. Sissons 
Bone Tumours os Mr. K. I. NISSEN 
Bone repair... Dr. H. A. Sissons 
Bone grafting Mr. J. N. WILSON 
Saturday, 2nd February —Town Section 
Congenital disorders of the skeleton. =. A. FRIPP 


Reticuloses affecting bone . Dr. R. O. MURRAY 
, = fee for the course (including coffee, lunch and tea) is 
guine 
application “made to the Dean, at 234, Great 
Portland-street, London. 
UNIVERSITY OF LONDON 


POSTGRADUATE AWARDS FOR MEDICAL AND SCIENTIFIC RESEARCH 
Applications are invited from graduates of the University of 
London for the ane awards for full-time research 

HAZEL CLIFFOR POSTGRADUATE STU DENTSHIP: 
value of £550 p.a. for n year, renewable for a second year, for 
postgraduate research in medicine or on a scientific topic con- 
cerned with the advancement of medical knowledge. 

J. F. H. KNIGHT POSTGRADUATE FELLOWSHIP: 
value £1000 a year for 2 academic sessions, for research into the 
—, ppidemologic: al, or preventive aspects of diseases of 

ult life 

Forms and further particulars from the Secretary to the 
Scholarships Committee, Senate House, London, W.C.1, to whom 
applications must be returned not later than 15th February, 1957. 

UNIVERSITY OF LONDON 

A COURSE OF 2 LECTURES on (i) ‘“‘ The Structure of Cytochrome 
ec” and (ii) “‘ Relations between F.M.N. and Apo — in the 
Old Yellow Enzyme” will be given by Prof. THEORELL 

Stockholm) at 5 P.M. on 29th and 30TH JANUARY at Westminster 
Hy 7 School (Meyerstein Lecture Theatre), Horseferry-road, 


Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 
UNIVERSITY OF GLASGOW 
MAURICE BLOCH MEDICAL RESEARCH FELLOWSHIP 

Applications are invited for the Maurice Bloch Medical 
Research Fellowship, tenable in the field of virology, with 
particular reference to poliomyelitis. The value of the Fellow- 
ship is £1200 p.a., rising by £100 p.a., to £1500 p.a., and the 
starting point in “the scale will be fixed in accordance with 
qualifications and ae rience. Applicants should preferably 
be over 30 years of ag 

Applications (12 enpiee) should be lodged, not later than 28th 
February, 1957, with the undersigned, from whom further 
particulars may be obtained. 

_Rost. T. HuTCHESON, Secretary of University Court. 
THE NUFFIELD FOUNDATION 
FELLOWSHIPS AND SCHOLARSHIPS IN DENTISTRY 

The Nuffield Foundation invites applications, from citizens of 
the United Kingdom, for Fellowships and Scholarships in 
Dentistry. To help the advancement of teaching and research 
in the United Kingdom on dental health and disease, the Founda- 
tion is prepared to award a number of Fellowships : 

(i) to enable selected Men and Women with dental qualifica- 
tions to receive such additional training in pure and applied 
science as is desirable to fit them for an academic career in 
dentistry (but not to obtain a medical qualification) ; and 

(ii) to enable selected university graduates in medicine and 
science to receive training that will qualify them to undertake 
teaching and fundamental research on dental health and disease. 

The Foundation is also prepared to award a limited number of 
Scholarships to assist students of outstanding ability attending 
a university dental school to devote 1 or 2 years to further 
studies of the basic sciences. 

Applications for Fellowships (which are awarded once a year) 
should be received by Ist March and for Scholarships (which are 
awarded twice a year) by 3lst January or 30th June. Copies of 
the conditions of both el ay = and Scholarships and the 
application forms are obtainable from the Director, The Nuffield 
Foundation, Nuffield Lodge, Regent’s Park, London, N.W.1. 

,. FARRER-BROWN, Director of the Nuffield Foundation. 


THE NUFFIELD FOUNDATION 
MEDIC AL FELLOWSHIPS 

As part of its programme for the advancement of health, the 
Nuffield Foundation is prepared to award a number of Fellow- 
ships to highly qualified Men and Women of the United Kingdom, 
usually between the ages of 25 and 35, who wish to train further 
for teaching and research appointments in any branch of 
medicine. 

Applications for awards in 1957 must be received not later 
than Ist May, 1957. The conditions of these Fellowships and 
the application forms are obtainabie from the Director, The 
oe. Foundation, Nuffield Lodge, Regent’s Park, London, 


FARRER-BROWN, Director of the Nuffield Foundation. 
EDINBURGH POST-GRADUATE BOARD FOR 
MEDICINE 


GENERAL SURGERY 

3 months courses of post -graduate Surgery suitable for surgeons 
requiring a refresher course in the current outlook on general 
surgery or for graduates preparing to specialise in surgery, start 
on 18TH MARCH and 30TH SEPTEMBER, 1957. The programme has 
been arranged so as to provide coérdinated clinical and systematic 
instruction in general surgical wards and specialised surgical 
units in Edinburgh. Fee £31 10s. 

MEDICAL SCIENCES 

A 3 months course in Applied Anatomy, Physiology, Pathology, 
Bacteriology, and Biochemistry will begin on 24TH JUNE, 1957. 
This course includes an adequate amount of practical instruction 
and is suitable for post-graduates wishing to take the Primary 
Fellowship examination. Fee £31 10s. 

2 courses in the Basic Sciences (Anatomy, Physiology, 
Pathology, including Bacteriology) are arranged by the Royal 
College of Surgeons. under the wgis of the Edinburgh Post- 
Graduate Board for Medicine. These courses comprising lectures, 
demonstrations, and practical instruction, will begin on 11TH 
FEBRUARY and 14TH OCTOBER, 1957, and continue for 10 weeks. 


‘Fee £26 5s. 


The courses in Medical Sciences are designed as a final prepara- 
tion for the Primary Fellowship examination and it is essential 
that those attending should already have a considerable know- 
ledge of the subjects. 

INTERNAL MEDICINE 

Courses lasting 12 weeks, suitable for graduates desiring a 
refresher course, or to specialise in Medicine, begin on 25TH 
MARCH and 23RD SEPTEMBER, 1957. These courses consist of 
320 hours instruction, comprising lectures, clinical demonstra- 
tions, and ward visits. Fee £51 10s. 

The Royal College of Physicians of Edinburgh award 2 Hill 
Pattison-Struthers Bursaries each year to graduates attending 
the Internal Medicine course. Each Bursary amounts to £100. 
Applications must be submitted to the Secretary, Royal College 
of Physicians, Edinburgh, before Ist February, 1957. 

Additional instruction in Clinical Pediatrics and in Tropical 
Medicine is arranged in conjunction with the course in Medicine. 
There is a small additional fee and the numbers are limited. 

Applications for enrolment should be addressed to the Director 
of Post-Graduate Studies, Surgeons’ Hall, Edinburgh, 8. supply- 
ing particulars of qualifications and post -graduate experience. 


THE MIDDLESEX HOSPITAL MEDICAL SCHOOL 


LEVERHULME RESEARCH SCHOLARSHIP IN CLINICAL MEDICINE 

Applications are invited for a Leverhulme Research Scholar- 
ship, value £1000 p.a., plus superannuation. The Scholarship 
shall be for 1 year in the first instance. * The scholar must satisfy 
The Middlesex Hospital Medical School that the major part of 
his time will be spent in research, but he may be allowed to hold 
other appointments. The work may be related to any branch 
of medicine, must be essentially clinical and will be carried out 
in the Institute of Clinical Research attached to the Middlesex 
Hospital Medical School. 

Applications, with the names of 2 referees, and a summary of 
the proposed work should reach the Secretary of the Institute 
of Clinical Research, e Middlesex Hospital Medical School, 
40, -street, W.1, not later than 3ist January, 
1957 


UNIVERSITY COLLEGE LONDON 


FREE PUBLIC LECTU RES, SPRING es, 1957 

gies, 28TH JANUARY, 4TH, 11TH FEBRUARY, at 
5 P.M., Dr. D, NICHOLAS, “ The Role of Metals in Enzymes 
with spec ay re ae nee to Flavoproteins.” 

THURSDAYS, 31sT JANUARY, 7TH FEBRUARY, at 5.15 P.M., Prof. 
F. BERGEL (1) ‘** Recent Advances in Cancer Research ’ 
(2) * Chemical Aspects of Psychopharmacology.”’ 

MONDAYS, 18TH, 25TH FEBRUARY, at 5.30 P.m., Dr. T. 8. W ORK, 
“* A Biochemical Approach to the Problems of Pr ote in Sy AF abe my 

Details of all public lectures (including lunch-hour lectures) 
from Publications Officer, University College London, Gower- 
street, W.C.1 (stamped envelope required ). 


THE NEW ZEALAND BRANCH BRITISH EMPIRE 
CANCER CAMPAIGN 
J. R. MCKENZIE CANCER RESEARCH FELLOWSHIP 

Applications are invited from sy, qualified persons for the 
above Fellowship. The successful applicant will be required to 
carry out research in cancer at the Medical School, University of 
Otago, Dunedin, N.Z., under the supervision of Dr. 
Bielschowsky (Director of Cancer Research). Salary £1275- 
£1900 p.a., according to qualifications and experience. 

Furt her particulars may be obtained from the General 
Secretary, ritish Empire Cancer Campaign, 11, Grosvenor- 
crescent, Hyde Park-corner, London, 8.W.1. 

Applications should be forwarded air- mail to reach the 

retary, ae Zealand Branch Box 609, 
Wellington, N ’.Z., not later than 15th March, 1957. 
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-8.8.A. 
SURGERY, llth February, 11th 
PATHOLOGY, 18th February, 


a. 
FINAL EXAMINATION : 
March, 8th April, 1957. MEDICINE, 
18th March, 15th April, 1957. Mipwirery, 19th February, 19th 
March, 16th April, 1957. MaAsTeRY OF MiIpWIFERY, May and 
November. DipxoMa IN INDUSTRIAL Heattra, July and 
December. 

For regulations apply REGISTRAR, Apothecaries Hall, Black 
Friars-lane, London, E.C.4. 

CHARING CROSS HOSPITAL MEDICAL SCHOOL. 
ASSISTANT LECTURER IN CLINICAL PATHOLOGY. 
Candidates must have experience in Hematology and Bacterio- 
logy, and will be expected to assist in the routine investigations, 
teaching and research. The appointment will be in the first 
instance for 2 years, with commencing salary £900 p.a. and an 
increment of £50 for the second year. On completion the holder 
will be eligible for promotion to Lecturer grade, salary £1000 p.a. 
£100-—£1300, with superannuation and family allowances. 

Applications on the prescribed form must be sent to the 

Secretary, Charing Cross Hospital Medical School, 62-65, 
Chandos-place, W.C.2, and must be received not later than the 
first post on Monday, 21st January, 1957. 
ST. THOMAS'S HOSPITAL MEDICAL SCHOOL, 
London, 8.E.1. A Locum SENIOR LECTURER is required in 
the Department of Obstetrics and Gynecology for about 6 
months, commencing at the end of February. Salary will be in 
the Senior Registrar range according to experience. 

Applications, with the names of 2 referees, should be addressed 
to the Dean of the Medical School and be received by 9th 
February, 1957. 7 
THE UNIVERSITY OF LEEDS—UNITED LEEDS HOS- 
PITALS. Applications are invited for appointment as SENIOR 
REGISTRAR AND TUTOR IN DERMATOLOGY at a salary 
on the scale £1100—-£100—-£1400 a year. 

Applications (3 copies), stating date of birth, qualifications, 
details of present and previous appointments with dates, and 
experience of teaching, together with the names of 3 referees, 
should reach the Registrar, The University, Leeds, 2 (from whom 
further particulars may be obtained), not later than Illth 
February, 1957. 

THE UNIVERSITY OF MANCHESTER. Applications for 
the post of LECTURER IN MEDICAL STATISTICS are 
invited from medical or non-medical graduates. Salary within 
the range £1000-£1800 p.a. (for medically qualified persons), or 
£650-#£1350 p.a. (for non-medically qualified persons). Initial 
salary according to qualifics ations and experience. Membership 

'.S.8.U. and Children’s Allowance Scheme. 

Applications should be sent not later than 9th February, 

1957, to the Registrar, the University, Manchester, 13, from 
whom further particulars and forms of application may be 
obtained. 
MAKERERE COLLEGE. The University College of 
EAST AFRICA. Applications are invited for appointment as 
FIRST ASSISTANT in the Department of Obstetrics and 
Gynecology. Salary scale p.a. 
Child allowance £50 p.a. per child (maximum £150 p.a.). 
Passages for member of staff and family (up to 4 adult passages) 
on appointment, termination, and leave (3 months every 21 
months). Rent according to quarters provided, £45-£84 p.a. 
(including basic furniture). Duties to be assumed as soon as 
possible after Ist July, 1957. Appointment on secondment 
(minimum 21 months) would be considered. 

Detailed applications (6 copies), naming 3 referees, by 14th 
February, 1957, to Secretary, Inter-University Council for 
oe Education Overseas, 29, Woburn-square, London, 

, from whom further partic ulars may be obtained. 
UaivaaetTy OF WESTERN AUSTRALIA. The Senate 
of the University of Western Australia is proceeding with the 
establishment of a Faculty of Medicine and applications are 
invited for the CHAIR OF CHILD HEALTH. It is planned 
to have the new Medical School ready for occupation and 
teaching in 1957 and appointments have been made to all 
Chairs except that for Child Health. The salary of the Professor 
will be £43710 p.a., and an allowance is made towards travelling 
expenses. 

Further particulars and information as to the method of 
application may be obtained from the Secretary, Association of 
Universities of the British Commonwealth, 36, Gordon-square, 
London, W.C.1. The closing date for the receipt of applications 
in Australia and London, is 3lst March, 1957. 


Hospital Services : Senior Appointments 


HOSPITALS FOR DISEASES OF THE CHEST. The 
Board of Governors invites applications for 2 appointments of 
CONSULTANT RADIOLOGIST (Diagnostic) tenable in the 
first instance at London Chest Hospital. Applicants must hold 
a Diploma in Diagnostic Radiology. The duties to be covered 
involve 3 half-days each week (Mondays, Wednesdays, and 
Fridays) at the Hospital, Victoria Park, E.2, and 1 half-day in 
alternate weeks at the country unit at Arlesey, near Letchworth. 
This range of duties is to be shared equally between the 2 
successful candidates on a fixed rotational schedule, details of 
which will be given to intending applicants. 

Applications (12 copies), stating date of birth, qualifications, 
and experience in full, with names of 3 referees, to reach the 
undersigned not later than 1957. 

KENNETH A. P. MILES, Secretary to the Board. 

Brompton Hospital, S.W. 

NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. CONSULTANT HOMCEOPATHIC PHYSICIAN 
(2 half-days a week), Royal London Homeopathic Hospital, 
Great Ormond-street, W.C.1 (183 Beds), Hospital may 
visited by direct appointment. 

Application forms obtainable from, and returnable to, 
Secretary, North West Metropolitan Regional Hospital Board, 
lla, Portland-place, W.1, before 18th February, 1957. 
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ROYAL MASONIC HOSPITAL, Ravenscourt Park, 
London, W.6. Applications are invited for the appointment of 
CONSULTANT AN. ESTHETIST at the above Hospital as 
from ist April, 1957, for a session on Wednesday afternoons. 

Applications, giving detailed information and the names and 
addresses of 3 referees, should reach the undersigned (from 
whom further information may be obtained) on or before 26th 
January, 1957. 

R. E. LAwson, Secretary and House Governor. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
CONSULTANT in Diagnostic Radiology for 2 notional half-days 
a week in the Greenwich and Deptford Group of hospitals, for 
duties at St. Alfeges Hospital, Vanbrugh Hill, Greenwich, 

S.E.10. Candidates must have had a wide experience in the 
specialty and hold an appropriate diploma. The appointment 
will be in accordance with the terms and conditions of service 
of hospital medical and dental] staffs (England and Wales). 
Candidates may visit the Hospital concerned. 

Apply, stating nationality, age, sex, qualifications and experi- 
ence, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, to 
the Secretary, Advisory Appointments Committee, South East 
Metropolitan Regional Hospital Board, 11, Portland-place, W.1 
not later than 25th January, 1957. 

ST. THOMAS’S HOSPITAL, London, S.E.1. Surgeon 
to the Orthopedic Department. Consultant status, with member- 
ship of the Medical Committee. 5 sessions per week. Vacant 
September, 1957. 

Applications (12 copies), naming 3 referees, to the Clerk of the 
Governors by 8th February, 1957. ae 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Part- 
time CONSULTANT ORTHOPAEDIC SURGEON (7 notional 
half-days weekly). Duties at Bromsgrove General (24 notional 
half-days) and Kidderminster General (3} notional half-days) 
Hospitals, also Redditch Orthopedic Clinic (1 notional half- 
day), experience specialty/higher qualification required. 

Applic ations (15 copies), stating name, age, nationality, 
present and previous appointments and details of 3 referees, to 
me 10, Augustus-road, Birmingham, 15, by 28th January, 

957. 

BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the appointment of CON- 
SULTANT RADIOLOGIST on the basis of whole-time or 
maximum part-time service. The successful candidate may be 
required to undertake postgraduate studies in other approved 
centres either in this country or abroad, for which purpose a 
Fellowship will be available which will include travelling 
expenses, a subsistence allowance and a basic salary. 

Applications, giving the names of 3 referees, must be sub- 
mitted on a special form to be obtained from the undersigned. 
The closing date = be 9th February, 1957. 

G. PHALP, Secretary and Principal 
Officer, United Birmingham Hospitals. 


CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALS. Applications are invited AA the post of Whole-time or 
maximum Part-time CONSUL T PSYCHIATRIST to the 
United Cambridge Hospitals oy July, 1957. The successful 
applicant will also be offered an honorary contract with the 
East Anglian Regional Hospital Board. The main duties of the 
post will be at Addenbrooke's and Fulbourn Hospitals, Cambridge. 
The terms and conditions of service for hospital medical staff 
will apply. 

Applications, stating age, qualifications, and experience, and 
the names of 3 referees, should reach the undersigned, from whom 
further details may be obtained, by 16th February, or The 
Advisory Appointments ¢ Jommittee be held in March. 

Addenbrooke’s Hospital. . BOURNE, Secretary. 


EAST ANGLIAN REGIONAL “HOSPITAL BOARD. 
ASSISTANT RADIOTHERAPIST (whole-time), Ipswich and 
East Suffolk Hospital. The department, which is about to have 
a Telecesium Unit installed, is the Radiotherapy Centre for the 
South East quadrant of the Region. Higher qualification and 
wide experience in specialty necessary. Salary scale £1575- 
£2025. 

Applications (8 copies), stating age, experience, and the names 
of 3 referees, to the Board’s Senior Administrative Medical 
Officer, 117, Chesterton-road, Cambridge, by 21st January, 
1957. Candidates invited to visit Hospital by direct arrangement 
with Hospital Management Committee Secretary, Ipswich and 
East Suffolk Hospital (Anglesea Road Wing), Ipswich. 


LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for appointment as CONSULTANT 
NEUROSURGEON. The appointment is for 1 notional half-day 
and will be of junior status. Candidates must possess a registrable 
qualification and Fellowship of the Royal College of Surgeons 
of England, Edinburgh or Ireland. 

Apply by 2nd February, 1957, giving full particulars of age, 
qualifications, experience, &c., and details of present and previous 
appointments together with the names of 3 persons to whom 
reference sed be made, to the Secretary, 80, Rodney-street, 
L uiverpool, 
“REGIONAL HOSPITAL BOARD. Deva 
HOSPITAL, near CHESTER. Applications are invited for the post 
of Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer) with duties at the above Hospital, including 
attendance at outpatient clinics outside the Hospital. Applicants 
should possess the D.P.M. or an equivalent qualification and 
have reasonable experience in psychiatry, including practical 
knowledge of outpatient work. Kesidential accommodation is 
available. 

Forms of application from, and to be returned to, Dr. T. 
Lloyd Hughes, Senior Administrative Medical Officer, Liver; pool 
Regional Hospital Board, 19, James-street, Liverpool, 2, to 
received not later than 2nd February, 1957. 

VINCENT COLLINGE, Secretary to the Board. 
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LIVERPOOL REGIONAL HOSPITAL BOARD. Sefton 
MENTAL HOSPITAL. Applications are invited for the post of 
Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer) with duties at the above Hospital (180 Beds), 
including medical administrative duties. Applicants should 
possess the D.P.M. or an equivalent qualification and have 
experience of work in a small mental hospital admitting large 
numbers of acute cases. 

Forms of application from, and to be returned to, Dr. T. 
Lloyd Hugh s, Senior Administrative Medical Offcer, Liverpool 
Regional Hospital Board, 19, James- street, Liverpool, 2, to be 
received not later than 2nd February, 1957. 

VINCENT COLLINGE, Secretary to the Board. 
LEEDS REGIONAL HOSPITAL BOARD. Whole-time 
Locum SENIOR HOSPITAL MEDICAL OFFICER in Chest 
Diseases for an initial period of 3 months for duties at 
Killingbeck Tlospital, Leeds, with regular outpatient clinics at 
Morley and Garforth. Accommodation may be made available. 

Applications, stating age, qualifications and details of appoint- 
ments held showing dates, together with the names and addresses 
of 3 referees, to the Secretary, Park-parade, ITlarrogate, as 
soon as possible. 

LEECS REGIONAL HOSPITAL BOARD. 
Geriatrics 

Whole-time or maximum Part-time CONSULTANT GERIA- 
TRICIAN, Ilalifax Group of hospitals (466 Beds). The successful 
candidate will be in clinical charge of the Geriatric Service 
in the area and will be required to reside in Halifax. 
Radiotherapy 

Whole-time ASSISTANT RADIOTHERAPIST (Senior Hos- 
pital Medical Officer scale) in the Regional Radiotherapy Service 
for duties mainly at the Bradford Radium Institute together 
with relief duties, and may be required at other Radiotherapy 
Centres in the region. The person appointed to work under 
the supervision of the Senior Consultant in Radiotherapy and 
to reside in the Bradford area. 

Applications (12 copies), stating age, qualifications and details 
of appointments held showing dates, with names and addresses 


of 3 referees, to _" Secretary, Park-parade, Harrogate, by 

MANCHESTER ~ REGIONAL HOSPITAL BOARD 
(a) Whole-time NON-RESIDENT ASSISTANT RADIO- 


TILERAPIST (Senior Hospital Medical Officer), Christie Hospital 
and Holt Radium Institute, Manchester. F.F.1. or other higher 
qualification desirable ; appointee to live in or near Manchester. 
28th January, 1957. 

(b) Whole-time NON-RESIDENT ASSISTANT VENEREO- 
LOGIST (Senior Hospital Medica] Officer) for Manchester area, 
mainly at St. Luke’s Clinic and Seamen’s Dispensary, Salford. 
Appointee will work under general guidance of Consultants and 
be required to undertake holiday, &c., relief work in other parts 
of Region as may be necessary from time to time and to live in 
= near Manchester. Wide experience essential. 30th January, 
1957. 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by the dates stated. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
CONSULTANT RADIOLOGIST for Hexham and Newcastle 
Groups of hospitals. Approximately half of time to be spent 
in each group. 

Applications, with names and addresses of 3 referees, to Senior 


Administrative Medical Officer, Newcastle Regional Hospital 
Board, Benficld-road, Newcastle upon Tyne, 6, immediately. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Special 
AREA COMMITTEE FOR CUMBERLAND AND NORTH WESTMORLAND. 
CONSULTANT SURGEON (Senior), whole-time or maximum 
part-time, to be Head of Clinic No. 1, West Cumberland Group 
of hospitals, main hospitals : Workington Infirmary (118 Beds), 
Whitehaven Hospital (124 Beds). The building near Whitehaven 
of a new hospital of 400 Beds is planned to commence in 1957. 
Area of residence to be determined by the Special Area Com- 

mittee 

Applications, together with names and addresses of 3 referees, 
to be sent to the Senior Administrative Medical Officer, 72, 
Warwick-road, Carlisle, within 28 days. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
AND SHEFFIELD REGKONAL HOSPITAL BOARD. Applications invited 
for the post of ASSISTANT PLASTIC SURGEON (Consultant 

de) at the Royal Hospital and its Fulwood Annexe under the 
3oard of Governors of the United Sheffield Hospitals, and 
PLASTIC SURGEON with the Regional Hospital Board. The 
appointment will be either whole-time or maximum part-time. 
It is anticipated that the successful candidate will spend at 
least 6 notional half-days in the Teaching hospitals, and there 
will be 3 notional half-days in Regional Board hospitals. 

Applications (16 copies), stating age, qualifications and 

experience, with the names and addresses of 3 referees, should 
be sent not later than 9th February, 1957, to the Chief Adminis- 
trative Officer. The United Sheffield Hospitals, Central Office, 
Sheffield, 1, from whom further details may be 
obtained. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time CONSULTANT CARDIOLO- 
GIST for 4 half-days per week for the Western Area Thoracic 
Surgical Unit, Southampton Chest Hospital, in the Southampton 
Group of hospitals. Candidates must hold higher qualifications 
and be fully conversant with all modern techniques in use for the 
diagnosis of acquired and congenital heart-disease. Residence 
in the Southampton area will not be a condition of the appoint- 
ment. Canvassing will disqualify, but applicants may visit the 
Hospital by arrangement with the Group Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, 
Southampton. 

Applications (7 copies), stating age, qualifications. experience 
and the names and addresses of 3 referees, should be sent to the 
Area Secretary, Highcroft, Romsey-road, Winchester, by 30th 
January, 1957. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time PHYSICIAN-SUPER- 
INTENDENT AND CONSULTANT PSYCHIATRIST at 
Warlingham Park Hospital, Surrey. Candidates should possess 
D.P.M. and a higher medical qualification, and should have wide 
experience in psychiatry and a knowledge of medical adminis- 
tration. A house is available. 

Applications by letter (5 copies), giving date of birth, qualifi- 

cations, experience, and names of 3 referees, to Secretary (8.1), 
South West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1, by 9th February, 1957. Applicants may 
visit Hosp tal by local arrangement. 
SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
Applications are invited for m4 appointment of DEPUTY 
MEDICAL SUPERINTENDENT at Sandhill Park Hospital, 
Bishops Lydeard, near Taunton. This Hospital, with its ane illary 
units at Yatton, Flax Bourton, Shepton Mallet, Frome and 
Loxton, contains about 800 Beds for mentally de fective patients 
of all grades and ages. In addition, there is an extensive licensing 
scheme involving 120 to 130 patie nts. The appointment will be 
on a whole-time basis in the Senior Hospital Medical Officer 
grade. Applicants should possess the D.P.M. and previous 
experience in mental deficiency work is essential. The successful 
candidate wil) work under the general direction of the Medical 
Superintendent, and will be required to live convenient to Shep- 
ton Mallet or Taunton. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with the names and addresss of 2 
referees, should be sent to the Secretary of the Regional Hospital 
Board, 27, Ty ndalls Park-road, Bristol, 8, not later than 31st 
January, 1957. 

WELSH REGIONAL HOSPITAL 
CONSULTANT ANA STHETIST, 

—e Management Committee. Based at Merthyr General 
Hospital. F.F.A.R.C.S. essential. Snecessful applicant would be 
required to reside within a reasonable distance from the hospitals 
served. Optional whole-time/maximum part-time appointment. 

Applications (12 copies), naming 3. referees, to Senior 

Administrative Medical Officer, Temple of Peace, Cathays Park, 
Cardiff, within 21 days. 
AUSTRALIA. ROCKHAMPTON HOSPITAL, Queens- 
LAND. Applications in writing are invited for appointment for 
3 years “to the following part-time Specialist appointments at 
the Hospital :— 

PHYSICIA 1 session of 3 hours per week divided into an 
outpatient non ll of 2 hours and an inpatient session of 1 hour. 
Salary £340 p.a 

EAR, NOSE AND THROAT : 1 outpatient session of 3 hours 
per week and 1 inpatient session of 3 hours per week. Salary 
£680 p.a. 

Rockhampton has a population of 42,000 and is the centre of 
a district of 90,000 in population. 

Further particulars regarding position and opportunity for 
private practice will be forwarded upon request. Appointees to 
be not over 60 years «f age. 

Applications should be addressed to the Secretary, Rock- 
hampton Hospitals Board, Rockhampton (QLD.). Applications 
close 28th February, 1957. 
SOUTH AFRICA. PROVINCIAL ADMINISTRATION 
OF THE CAPE OF GOOD HOPE. UNIVERSITY OF CAPE TOWN : 
Joint Medical Staff for Groote Schuur and other Teaching 
Hospitals. Vacancy :— 

Applications are invited from registered medical practi- 
tioners (registered Specialists) for appointment to the following 
vacant post at the Groote Schuur Hospital, Observatory 
Cape 

EPARTMENT OF NEUROLOGY AND PSYCTIIATR 

MEDIC PRACTITIONER (Grade F), Psychiatrist, with 
salary £1980 p.a. (fixed). 

Initially the successful applicant will be offered a contract 
appointment up to 31st December, 1957. 

In addition to the basic salary, a non-pensionable cost-of- 
living allowance at rates prescribed from time to time by the 
Administrator (at present amounting to £234 p.a.), is payable 
to certain whole-time married officials and employees. 

The conditions of service are governed by the. relevant 
Ordinances and Regulations as well as the agreement entered 
into between the Cape Provincial Administration and the 
University of Cape Town. 

The Joint Medical Staff is required to serve jointly the Pro- 
vincial Administration and the University of Cape Town. 

Candidates must be registered Specialists in Psychiatry or 
must be in possession of an appropriate postgraduate diploma 
or degree, and are requested to furnish particulars in regard to 
the following :-— 

(a) Academic achievements (degrees and diplomas held 
and the standard of achievement in professional examina- 
tions : scholarships and special awards). 

(b) Professional expericnce (not only a statement of employer, 
but the institution in which the individual worked and the 
type of work undertaken). 

(c) Names of 3 referees (1 of these should preferably be some- 
one occupied in the same branch of medicine as the candi- 
date), or to approach their referees to submit confidential 
reports to the Director of Hospital Services, P.O. Box 2060, 
Cape Town, before the closing date for the receipt of 


BOARD. Additional 
Merthyr and Aberdare 


applications. 
Applications must be made in duplicate on the prescribed 
form, Staff 23, which together with details as regards condi- 


is obtainable from the 
South Africa House, Trafalgar-square, 


tions of service and transport facilities, 
Staff Clerk, Room 309, 
London, W.C 

The AA application forms must be addressed to the 
Director of Hospital Services, P.O. Box 2060, Cape Town, 
South Africa, and must reach him not later than 9th February, 
9AT 

Candidates must state the earliest date on which they can 
assume duty. 
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SOUTH AFRICA. DURBAN BLOOD TRANSFUSION 
seRVice. Applications are invited from registered medical 
practitioners for the following appointments :— 

MEDICAL DIRECTOR. 

The inclusive emoluments of this post are £2640 p.a. and the 
post is not pensionable. The holder of this post will be responsible 
to the Committee of the Durban Blood Transfusion Service for 
over-all control of the Service. He should have a practical 
experience in the running of a blood grouping and blood pro- 
cessing laboratory together with administrative experience in 
blood bank organisation. It is desirable that the incumbent be a 
registered Specialist. 

PATHOLOGIST. 

The inclusive emoluments of this post will be of the order of 
£2000 p.a., depending on experience, and the post is not pension- 
able. Applicants should preferably be registered Specialists in 
pathology and the duties will consist of the laboratory control 
of the Blood Transfusion Service. 

Part-time MEDICAL OFFICER. 

The emoluments of this post will be up to £1800 p.a., dependent 
on experience and the proportion of time devoted to the Service. 
The duties consist primarily of the medical examination and 
ne of donors, both in Durban and with the Service's mobile 
unit. 

For the information of intending applicants who are resident 
outside the Union of South Africa, income taxes presently 
payable in the Union on the above scales of remuneration are :— 


Emoluments Married (no children) Single 
£2640 £310 £376 
£2000 £210 
£1800 £171 

Applications, giving full details of experience an qualifi- 

cations, should be addressed to the Chairman of the Durban 


Blood Transfusion Service, P.O. Box 2324, Durban, on or before 
15th February, 1957. 

NEW ZEALAND. THAMES HOSPITAL BOARD. Thames 
HOSPITAL, NEW ZEALAND. Applications are invited from 

register ed poster practitioners the ‘time 
of ASSISTANT MEDICAL SUPERIN JENT. It 
desirable that main interests of the pret should lie in 
medicine and anesthetics. Salary in accordance with Hospital 
Employment Regulations as either Senior Registrar £NZ970-— 
£NZ1130, plus board and lodging if single and furnished residence 
if married; or Junior Specialist £NZ1600-8NZ1900, with 
residence available and heat and light and furniture at a 
deduction in accordance with the Regulations. Duties to com- 
mence, if possible, Ist April, 1957. 

Conditions of appointment and form of application may be 
obtained from the Office of the High Commissioner for New 
a 415, Strand, London, W.C.2, England, or the under- 
signed. 

Applications addressed to the Secretary, P.O. Box 53, Thames, 
foe be posted air-mail and close on Tuesday, 5th February, 
1957 . HOPKINSON, Secretary. 

"Thames Hospital Board, Thames, “New Zealand. 


Hospital Services : Junior Appointments 


BROMPTON HOSPITAL, 8.W.3. Applications invited 
for post of MEDICAL CHIEF ASSISTANT (half-time). There 
is a prospect of further work being available with a Regional 
Board and details will be sent to intending applicants. Salary 
within the Senior Registrar grade. The appointment is for 1 
year with eligibility for reappointment. Candidates must hold 
the M.R.C.P. Diploma or the M.B. of a university. 

Applications, stating age, qualifications with dates, nationality, 
and appointments held, together with copies of testimonials, by 
Yth February, 1957, to KENNETH A. F. MiLes. House Governor. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
SENIOR HOUSE OFFICER (anesthetics) whole-time, resident, 
for 6 months from Ist March, 1957, renewable. Previous 
experience in anmsthesia essential. Post is recognised for the 
D.A. and F.F.A.R.( 

Applications, with copies of 2 testimonials, 


or names of 2 


referees, to Medical Director by 19th Jannary, 19457. 
EASTERN HOSPITAL (Fevers), hHomerton-grove, 
London, E.9. Applications for the resident post of SENIOR 


HOUSE OFFICER should reach the Group Secretary, Hackney 
Hospital, London, E.9, as soon as possible. The post, which 
offers good opportunities for postgraduate study, is for 1 year in 
the first instance ; duties may include some work in Chest Unit 
and E.N.T. Department. 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration and registered Women 
medical practitioners for the post of OBSTETRIC HOUSE 
SURGEON (recognised for the M.R.C.O.G.). Duties to com- 
mence Ist March, 1957. Appointment for 6 months. Salary n 
accordance with Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, to be sent 
to the Secretary, Elizabeth Garrett Anderson Hospital, by 
23rd January, 1957. 
FINCHLEY CHEST CLINIC, 980, High-road, N.20. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
required at above Clinic ; duties will include wrk at Highlands 
General Hospital (Chest Unit). Vacant 16.b February. Goo 
training in general medicine essential and experience in chest 
diseases desirable. Clinic may be visited by di ect appointment. 

Applic ution forms obtainable from, and returnable to, the 
Secretary, Northern Group Hospital Management (ommittee, 
Royal Northern Hospital, N.7, by 24th January, 1957. 
GROUP LABORATORIES OF GREENWICH AND 
DEPTFORD AND SEAMEN'S GROUPS. PATHOLOGICAL SENIOR 
HOUSE OFFICER. Vacancy in above Laboratories. Post 
recognised for D.Path. of Conjoint Board. 

Applications, stating age, qualifications, and experience, with 
names of 2 referees, to Group Secretary, Seamen’s Hospital, 
Greenwich, 8.E.10. 
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GROUP LABORATORY, MILE END HOSPITAL, Ban- 
croft-road, London, E.1. RESIDENT ASSISTANT PATHO- 
LOGIST (Senior House Officer grade). Post tenable for 1 year 
in first instance. Previous experience an advantage but not 
essential. Laboratory recognised for Diploma of Pathology and 
is well equipped with excellent training facilities. 

Applications, stating age, nationality, qualifications, experi- 
ence, and copies of testimonials, to the Secretary, Stepney 
Group Hospital Management Committee, Raine-street, Wapping, 
E.1, by 17th January, 1957. 
GERMAN HOSPITAL, Dalston, E.8. (General—io7 Beds.) 
Applications are invited for the 6 months appointinent, now 
vacant, of HOUSE PHYSICIAN (registered practitioners only) 
and should reach the Group Secretary, Hackney Hospital, 
London, E.9, as soon as possible. quoting GH'HP 
HAMMERSMITH HOSPITAL AND POS fUHAVUATE 
MEDICAL SCHOOL, Ducane- road, W.12. Applications invited for 


the following posts 
2 WwW -time NON- RESIDENT REGISTRARS 
medicine ). 
Whole-time NON-RESIDENT SENIOR HOUSE OFFICER 
(general medicine ). 
Applications, stating age, qualifications, experience, names of 
2 referees, to Secretary, Board of Governors, by 21st Jannary. 


(general 


HIGHLANDS GENERAL HOSPITAL, wWincnmore Hill, 
N.2t. [MOUSE SURGEON required. Duties mainly orthopedic 
with some E.N.T. and emergency general surgery. New operating 
theatre, Outpatient and Casualty Department. Post recognised 
for Pre-registrat'on Service. 

Applications, with copies of 3 testimonials, and name and 

address of 1 referee. to Hospital Secretary. 
HOSPITAL FOR WOMEN, Soho-square, W.1. (Affiliated 
to the Middlesex Hospital.) Applications are invited for a full- 
time post of RESIDENT SENIOR GYNASCOLOGICAL 
LIOUSE OFFICER, vacant on Ist April, 1957. Appointment 
is for 6 months but the holder can apply for an extension of 
6 months. Salary in accordance with the terms laid down for 
medical and dental staffs, less a deduction of £150 p.a. for resi- 
dential emoluments. The appointment is recognised for the 
M.R.C.O.G. examination. 

Applications, stating age, nationality, qualifications and 
experience, supported by the names and addresses of 2 referees, 
must reach the undersigned not later than W. ednesday, 16th 
January. D. C. EMERY, Secretary. 
LAMBETH HOSPITAL, Kennington, S.E.11. Applications 
are invited from pre-registration and registered medical practi- 
tioners for the position of RESIDENT HOUSE SURGEO 

vacant on 11th February, 1957. The successful candidate will be 
required to carry out a fortnight’s locum duty starting 28th 
January, 1957. 

Application forms from the Physician-Superintendent. 
LEWISHAM GROUP LEWISHAM HOS- 
PITAL, London, S8.E.13. Applications are invited for the resident 
ost of SENIOR HOUSE OFFICER in Pathology, vacant 20th 

february. Salary £745 p.a., less £150 for residential emoluments. 

Applications, stating age, qualifications and experience, with 
copy testimonials or names of referees, to Group Secretary, 
LONDON a HOSPITAL. Hospitals for Diseases 
OF THE CHEST. vacancy occurs Ist March, 1957, for RESI- 
DENT SURGIC AL OFFICER. Appointment for 6 months, 
with prospect of renewal. Post graded as Senior House Officer 
or Registrar, according to qualifications and previous surgical 
experience. 

Applications, stating date of birth, qualifications with dates, 
and previous .ppointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 18th January. 

THOMAS Brown, House Governor. 

London Chest Hospital, E.2. A 
MEMORIAL HOSPITAL, Shooters Hill, Woolwich, 
S.E.18. PAZDIATRIC HOUSE PHYSICIAN (recognised for 
I).C.H.), vacant early in February. Not pre-registration. The 
post entails routine ward and outpatient work as well as experi- 
ence with neonates and includes general and casualty duties. 


aeely to Group Secretary, Memorial Hospital, Woolwich, 
S.E.18. 
MEMORIAL HOSPITAL, Shooters . Hill, Woolwich, 


8.E.18. SENIOR HOUSE OFFICER (Casualty Department), 
vacant 8th February. Recognised for F.R.C.S. 6 months 
resident appointment and may then be renewed. Salary £745 p.a., 
less £150 p.a. for residence, 

Apply to Secretary. 
METROPOLITAN EAR, NOSE AND THROAT HOS- 
PITAL AT ST. MARY ABBOTS HOSPITAL, Marloes-road, Kensington, 
W.8. E.N.T. REGISTRAR, vacant February, 1957. Candidates 
should have had considerable E.N.T. experience and possess the 
F.R.C.S. or the D.L.O. Candidates may visit the Hospital by 
arrangement. 

Applications (5 copies) to be submitted by 25th January, 1957, 
on forms obtainable from, and returnable to, Group Secretary 
(L.173), Fulham and Kensington Hospital Management Com- 
mittee, 5, Collingham-gardens, London, 8.W.5. 
METROPOLITAN HOSPITAL, Kingsland-road, E.8. 
(General—146 Beds.) Applications are invited for the pre- 
registration posts of 2 HOUSE SURGEONS now vacant. 

Applications, stating age, nationality, qual fications or 
probable date of qualification and experience with copies of 
3 me testimonials, to the Tlospital Secretary, as soon as 
possible. 

MILE END HOSPITAL, Bancroft-road, London, €.1. 
(484 Beds.) HOUSE SURGEON (pre- or post-registration ). 
Post vacant 6th February, 1957. 

Application forms obtainable from Physician-Superintendent, 
should be returned by 18th January, with copies of not more 
than 3 testimonials. 
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NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of REGISTRAR (whole-time) to the 
Lysholm X-ray Department at The National Hospital, Queen- 
square, W.C.1. This post carries the grade of Registrar. Appli- 
cants should hold a Diploma in Diagnostic Radiology and have 
had experience in general radiology. The appointment will be 
for 6 months in the first instance. 
Applications, with names of 3 referees, to be sent to the 
undersigned not later than 2nd February, 1957. 
. Ewart MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals far Nervous Diseases, 
Queen-square, W.C. 
NATIONAL HOSPITALS FOR ‘NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the ont of REGISTRAR (non-resident) at The 
National] Hospital, Queen-square, W.C.1, for work in the Out- 
__ Department. This post carries the grade of Registrar. 
e appointment will be for 1 year in the first instance. 
Applications, with names of 3 referees, to be sent to the 
undersigned not later than 3lst January, 1957. 
oa EWART MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for 3&4. Diseases, 
i Queen-square, London, W.C.1. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical SQ 
7 the appointment of HOUSE PHYSICIAN at The National 
Hospital, Queen-square, W.C.1. This post carries the grade of 
itrar. The appointment will be for 1 year and will be renewed 
in exceptional circumstances. 
Daa mee pol with names of 3 referees, to be sent to the 
undersigned not later than 3lst January, 1957. 
H. EWart MITCHELL, 
Secretary to the d of G Governors. 


The National Hospitals for Nervous | eee 
Queen-square, London, W.C.1 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of PSYCHIATRIC REGISTRAR (gee 
resident) at The National Hospital, Queen-square, W.C.1. 
ven carries the grade of Senior Registrar. The appointment wil 
‘or a period of 1 year in the first instance. 
Applications, with names of 3 referees, to be sent to the 
und not later than 31st January, 1957. 
. EWART MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous D 
Queen-square, London, W.C.1. 
HOSPITALS FOR NERVOUS DISEASES. 
lications are invited for the post of RESIDENT HOUSE 
Pp YSICIAN at Maida Vale Hospital for Nervous Diseases, 
London, W.9. Grading as Senior House Officer or Registrar, 
according to experience. Appointment for 6 months, renewable. 
Preference will given to a candidate holding a higher degree. 
Applications, with copies of 3 recent testimonials, should be 
addressed to the Secretary, at Maida Vale Hospital, W.9, by 
28th January, 1957. 
NEASDEN HOSPITAL, Brentfield-road, Neasden, N.W.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Whaole- 
time MEDICAL REGISTRAR (resident) required at Neasden 
Hospital (Infectious Diseases), for 1 year in the first instance, 
renewable. Experience in infectious diseases and children’s 
diseases an advantage. The Hospital is a Regional Centre for 
a and there are facilities for postgraduate studies. 
he Hospital ~ aa be visited by appointment with the Physician- 
Superintendent 
Application forms from, and returnable to, Group Secretary, 
Central Middlesex Group Hospital Management Committee, 
Acton-lane, N.W.10, by 22nd January, 1957. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD AND THE BOARD OF GOVERNORS OF ST. BARTHOLO- 
MEW’S HOSPITAL, E.C.1. SENIOR REGISTRAR in Psychiatry 
under a Joint Training Scheme. Appointment at Severallis 
Hospital (resident or non-resident) for 2-3 years and subse- 
uently at St. Bartholomew’s Hospital, E.C.1, and associated 
— Psychiatric Unit. Appointment subject to annual 
review 
Application forms from Sapetery. North East Metropolitan 
Regional Hospital Board, pie ortland-place, W.1, to be 
returned by 26th January, 1957 
NORTH METROPOLITAN REGIONAL HOS- 
PITAL BO 
ORTHOPEDIC AND ACCIDENT REGISTRAR (resident 
or non-resident near Hospital), St. Margaret's Hospital, Epping, 


Essex. Recognised for F.R.C. 

REGISTRAR in and (resident), 
Hackney Hospital, Homerton High-street, 

ANAESTHETIC REGISTRAR Bethnal Green 
595 Cambridge Heath-road, E.2. Recognised for 


SURGICAL RE me (resident), Poplar Hospital, E.14. 
Recognised for F.R. 
REGISTRAR Tuberculosis (resident or non- 
resident), Black Notley Hospital, near Braintree, Essex. Recog- 
nised for F.R.C.S. 
Appointments subject to review after 1 year. y 
Application forms from Secretary, 11a, Portland-place, W.1, 
to be returned by 26th January, 1957. 
NORTH MIDOLESEX HOSPITAL, Edmonton, N.18. 
SENIOR HOUSE OFFICER for Thoracic Surgical Unit, 
resident, required. 6 months oe with possible exten- 
sion to 1 year. Recognised for F.R. ffers experience in all 
types of tuberculous and non-tube sonia thoracic surgery. 
Applications, stating age, nationality, qualifications, experi- 
ence with copies of recent testimonials and/or names of 2 referees, 
to Secretary of Hospital. 


NELSON HOSPITAL, S.W.20. 


Kingston-road, Merton, 
i vacant 


HOUSE SURGEON (resident), not pre-registration, 
2ist January, 1957. Post recognised for F.R.C.S 

Applications, stating age, qualifications, &c.. with names and 

dresses of 2 referees. to Secretary at above address. 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. HOUSE OFFICERS (2). 
1 appointment will be made for 2 consecutive periods of 6 months 
commencing Ist March, 1957. First period as House Physician at 
Shadwell, second as Hovse Surgeon at Banstead (3 months) and 
Casualty Officer at Hackney-road (3 months). 1 appointment 
for 6 months only from Ist March, 1957. First 3 months as 
House Surgeon (Shadwell) and second 3 months as Casualty 
Officer (Hackney-road ). 

Application forms mer be obtained from the Secretary at 
Hackney-road and should be returned with oy of not more 
than 3 testimonials on or before 25th January, 1957. 

QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. HOUSE PHYSICIAN (third post) for 6 months 
commencing 18th February, 1957. 

Applications, with the names of 2 referees, to Hospital 
Secretary by 26th January, 1957. 
ROYAL FREE !:OSPITAL GROUP. Applications are 
invited for the pos cf SENIOR RESIDENT ANASSTHETIST. 
Applicants must ‘ec registered medical practitioners. The 
appointment is for 6 months from Ist April, 1957, with duties 
at the North Western Branch and Hampstead General Hospital. 
Salary in accordance with the Ministry of Health scale for 
Senior House Officers. 

Application forms may be obtained from the Hospital 
Secretary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to 
whom they, should be returned not later than 2nd February, 1957. 


ROYAL eRee HOSPITAL GROUP. Applications are 
registered medical a ag for the post of 


invited fro 

JUNIOR RESIDENT: ANASSTHETIST. The appointment is 

for 6 months, duties to commence on Ist April, 1957. Salary and 

conditions of service in accordance with the Ministry of Health 
forms may be obtained from the Hospital 


scale for House Officers. 

Application 
Secretary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to 
whom they should be returne¢ now later than 2nd February, 1957. 
RUYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of RESIDENT PATHOLOGIST (House 
Officer), vacant Ist March, 1957, from registeret Men and 
Women practitioners. The post is for 6 months, renewable for 
a further 6 months. Salary and conditions of service in accordance 
= the scale laid down by the Ministry of Health for House 
Officers. 

Application forms may be obtained from the wee 
Secretary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to 
whom they should be returned not later than 2nd February, 1957. 
ROYAL FREE HOSPITAL. Applications are invited 
from registered medical practitioners for the post of REGIS- 
Jepartment of the Royal Free Hospital. 


TRAR ti to the E.N.T. I 
The appointment is for 1 year in the first instance, duties to 
commence as soon as possible. 

Application forms may be obtained from the Hospital Secre- 
tary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to whom 
they should be returned not later than 2nd February, 1957. 
ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1, 
association with the Institute ‘of Laryngology and Otology. 
Applications are invited for a post of REGISTRAR or alterna- 
tively SENIOR HOUSE OFFICER. A higher surgical qualifica- 
tion is required for the former gradingand at least the Primary 
F.R.C.S. for the latter. Considerable clinical experience in 
— surgery and in this Specialty is required for either post. 

he appointment will be in accordance with the terms and 
conditions of service for the appropriate grade in the National 
Health Service. 

Applications, giving full information and the names of 2 
— should be sent to the House Governor by 8th February, 
1957. 

RUYAL NATICNAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1, with 
which is associated the Institute of Laryngology and Otolo; 
(University of London). General Practitioner CLINICA 
ASSISTANTS and OUTPATIENT ASSISTANTS These 
appointments give those engaged in general practice who are 
able to attend for 2 sessions weekly over a period of 15 months 
commencing in Mare h, 1957, the opportunity of widening their 
clinical experience in the Spesey- At the end of 3 months’ 
training period the holders will be appointed as Outpatient 
Assistants with remuneration under paragraph 10 (6) of the 
National Health Service terms and conditions of service. 

Further particulars may be obtained from the House Governor. 
ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10 
(581 Beds). Applications are invited tor the post of HOUSE 
PHYSICIAN (general), pre-registration. 

Applications, stating age, qualifications and experience, 

together with names and addresses of 2 referees, to be forwarded 
to Hospital Secretary inimediately. 
ST. JAMES’ HOSPITAL, Balham, 8.W.12. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. SENIOR REGIS- 
Radiology. Post vacant lst February. Diploma 
esirabie 

Application forms obtainable from Group Secretary, Wands- 
worth Hospital Group, at above address, to be completed and 
returned by 26th January. (0125.) 


ST. LEONARD'S HOSPITAL, Nuttall-street, London, 
N.1. Applications are invited from registered or provisionally 
registered me«ical practitioners for the post of HOUSE PHYSI- 
CIAN for 6 months commencing 30th January, 1957. 

Al plications, with 2 recei.t testimo: ials, to be sent to the 
Hosp.tai Secretary by 26th January, 1957. 


51 


| 


THE LaNceT] 


THE LANCET GENERAL ADVERTISER 


[Jan. 12, 1957 


ST. MARY ABBOTS HOSPITAL, Marioes-road, Kensing- 
ton, W.8. FULHAM AND KENSINGTON HOSPITAL MANAGEMENT 
COMMITTEE. Qualified medical practitioner invited to apply for 
the vacancy of HOUSE SURGEON. Provisionally registere< “dd 
candidates eligible. Appointment recognised for F.R.C. 
Appointment commences Ist February, 1957, is resident ma 
limited to 6 months. 

Applications by 21st January, 1957, on forms obtainable from 

the Hospital Secretary (L.174). 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners for the post of CASUALTY 
SURGEON. Candidates must have held an appointment as 
House Surgeon at this Hospital or at another hospital approved 
by the Board of Governors. The appointment is for a first period 
of 6 months, with effect from Ist March, 1957. Remuneration at 
Senior House Officer rates. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of no and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
Powpitcn, House Governor, not later than 22nd January, 1957. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified medical practitioners for the post of 
REGISTRAR to the Department of Chemical Pathology. The 
appointment is for a first period of 12 months as from a date 
to be arranged. 

Applications, stating nationality, date of birth, permanent 

address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
Powpitcn, House Governor, by 22nd January, 1957. 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS. RESIDENT SURGICAL OFFICER (Senior Registrar 
grade) required for St. Peter’s Hospital on Ist April, 1957. 
Applications invited from Male candidates on the British register 
who have completed their training in general surgery. Appoint- 
ment for 6 months, with opportunity for a further 6 months if 
recommended. Candidates should be prepered to spend 1 year 
at the Hospital if required. 

Applications (12 copies), and the names of 3 referees, should 

reach the House Governor, St. Peter’s Hospital, Henrietta- 
street, W.C.2. by 3ist January, 1957. 
ST. THOMAS’S HOSPITAL, London, S.E.1. Research 
REGISTRAR to the Department of Psychological Medicine 
for a period of 1 yvear. Successful candidate to devote whole- 
time to clinical research in psychiatric treatment. 

Applications, naming 2 referees, to the Clerk of the Governors 

by 25th January, 1957. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time JUNIOR HOSPITAL 
MEDICAL OFFICER for the Blood Transfusion Service in the 
South West and South East Metropolitan Regions. Duties will 
be divided between blood collection from donors in the area 
covered by the South West and South East Metropolitan 
Regional Hospital Boards and laboratory work, including 
research, at the South London Blood Transfusion Centre, 
Stanley-road, Sutton, Surrey. The appointment offers ample 
scope in serology and hematology and all aspects of blood 
transfusion. Salary scale £775—€50-—£1075 p.a. 

Applications (2 copies), giving date of birth, qualifications, 

experience and the names of 3 referees, to Secretary (5.1), 
South West Metropolitan Regional Hospital Board, 11a, Port- 
land-place, W.1, by 26th January, 1957. Applicants may visit 
Blood Transfusion Centre by arrangement with the Medical 
Director there. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 8th April, 
1957, for a RESIDENT SENIOR DENTAL HOUSE SUR- 
GEON,. The post is recognised for the Fellowship in Dental 
Surgery, Royal College of Surgeons. Experience is given in both 
oral surgery and orthodontics. 

Further particulars and form of application, which must be 
returned not later than 4th February, 1957, are obtainable from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street. London, W.C.1. There will be vacancies for the following 
Senior House Officers on 15th April, 1957. 

1 HOUSE PHYSICIAN. 

1 HOUSE SURGEON, 

Further particulars and form of application which must be 
returned not later than Monday, 4th February, 1957, are 
obtainable from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of REGISTRAR in 
the Radiotherapy Department. 

Applications, with the names of 2 referees, to Administrator 
and Secretary by 22nd January, 1957. 


WESTMINSTER HOSPITAL, St. John’s Gardens, S.W.1. 
Applications invited for post of REGISTRAR in Departments of 
Clinical Pathology and Bacteriology for 1 year in first instance 
from Ist March, 1957. 

Applications (5 copies), with names of 2 
Governor by 26th January. 


WHITTINGTON HOSPITAL, London, N.19. Registrar 
required for E.N.T. Department (30 Beds). Post recognised 
for F.R.C.S. and D.L.O. Vacant now. Considerable experience 
in laryngology desirable as the post is a responsible one. Depart- 
ment takes part in postgraduate teaching. Hospital may be 
visited by direct appointment. Post is non-resident but successful 
candidate will be required to sleep in the Hospital on alternate 
nights and alternate week-ends. 

Application forms obtainable from, and returnable to, the 
Group Secretary, 46, Cholmeley-park, Highgate, London. N.6, 
by 22nd January, 1957. 
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WILLESDEN CHEST CLINIC, Pound-lane, N.W.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
MEDICAL REGISTRAR required Ist April, 1957. Duties 
include clinic and district work, also personal supervision of 20 
Beds in Neasden Hospital ; and some duties Central Middlesex 
Hospital. Experience required in general medicine, and some 
experience in treatment of pulmonary tuberculosis. Preference 
to candidates with higher qualifications. Further details from 
Physician to clinic. 

Application forms obtainable from, and returnable to, Group 
Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by 23rd Jannary, 1957. 
WIMBLEDON HOSPITAL, Thurstan-road, Copse Hill, 
8.W.20. RESIDENT HOUSE SURGEON (not pre-registration ) 
vacant now. Salary £525. 

Applications, giving age. qualifications, &c., with names and 
addresses of 2 referees, to the Secretary at above address. 
ABERYSTWYTH, CARDIGANSHIRE. GENERAL HOS- 
PITAL. SENIOR HOUSE OFFICER required from Ist February, 
1957 (mainly surgical). Post recognised for F.R.C.S. Resident. 

Applications, stating age and experience, &c., to the Group 

Secretary, Mid-Wales Hospital Management Committee, 31, 
North-parade, Aberystwyth, Cards. 
ACCRINGTON. VICTORIA HOSPITAL. (114 Beds.) 
BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required for 8th February, 1957. Post 
recognised for F.R.C.S. and approved for pre-registration 
purposes. 

Applications to Group Secretary, Hospital Management 
Committee Office, Royal Losers, Blackburn, Lancs. 
AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. SENIOR HOUSE OFFICER in the Rheuma- 
tism Research Centre required, with additional duties in the 
Area Department of Medicine. The post offers good oppor- 
tunities for clinical research. 

Applications, with names of 2 
Officer. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON required. Recognis-d pre-registra- 
tion appointment ; the post can be taken up immediately. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. " 
BATH. ST. MARTIN’S HOSPITAL. Resident Anaws- 
THETIST (Senior House Officer) required at above Hospital on 
3ilst January, 1957. Facilities for attending evening lectures, 
when held, at Bristol for the higher Diploma in Aneesthetics 
examination will be made available. The Hospital is recognised 
under F.F.A.R.C.S,. and D.A. regulations. 

Applications, stating age, qualifications and experience 

with names of 2 referees, should be forwarded to the Secretary, 
Bath Hospital Management Committee, Manor Hospital, 
Combe Park, Bath, as soon as possible. 
BATLEY, YORKSHIRE. THE GENERAL HOSPITAL. 
Applications are invited for the post of RESIDENT SENIOR 
HOUSE OFFICER (surgical) at the above Hospital which has 
99 Beds and deals with orthopedic surgery, general surgery. 
E.N.T., and ophthalmology. The person appointed should 
preferably have had experience in orthopedic surgery or should 
desire to pursue this specialty. Married accommodation can 
be provided, if necessary, and it is hoped that an appointment 
can be made for a term of 1 year. 

Applications, including testimonials, to be forwarded to the 
Administrative Officer at the Hospital as soon as possible. 
BEBINGTON, CHESHIRE. CLATTERBRIDGE HOS.- 
PITAL. (319 Beds.) CENTRAL WIRRAL GROUP. JUNIOR HOs- 
PITAL MEDICAL OFFICER (casualty/orthopeedics), resident, 
or LOCUM required. Salary in accordance w th current terms 
and conditions of service—i.e., £775-£50-£1075 p.a., less £170 
p.a. for residence. 

Application forms from Group Secretary to be returned as 
soon as possi ne, 

BEDFORD GENERAL HOSPITAL. (439 Beds.) House 
SU “yt a required. Pre- or post-registration. Recognised for 

Ss. Post offers exceptional opportunities for general 
e Spe a nee in busy acute Surgical Units. 

nquiries and applications, with copies of 2 recent testimonials, 

to Group Secretary, 3, Kimbolton-road, Bedford. 
BEVERLEY, YORKSHIRE. WESTWUUL HUDSPITAL. 
229 Beds.) HOUSE PHYSICIAN. House Officer or Senior 
House Officer grading according to experience. Pre-registration 
post, but fully qualified practitioners may apply. 

Apply Group Secretary. 

BIRMINGHAM. THE SKIN HOSPITAL, INPATIENTS 
DEPARTMENT, George-road, BIRMINGHAM, 15. SENIOR HOUSE 
OFFICER or HOUSE OFFICER according to experience. 
Modern well-equipped Inpatients Department, providing facilities 
for study of skin diseases. Required to assist Consultant at 
nts clinics. 

* Applications, with copies of 2 recent testimonials, to Group 
Secretary, Dudley Road Hospital, Rirmingham, 18 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

Resident Whole-time SENIOR REGISTRAR in Psychiatry, 
St. Matthew’s Hospital, Burntwood (1234 Beds). Experience 
7 ialty and D.P.M. required. 

Vhole-time SENIOR REGISTRAR in Radiology, Selly Oak 
Hostital. Birmingham (1059 Beds). Diploma in Diagnostic 
Radiology essential. Departm. ‘nt serves large General Hospital 
and group of subsidiaries (inc luding children's, maternity, eye 
and E.N.T.) and provides experience throughout whole range of 
specialty. 

Successful candidates may subsequently be required to spend 
not more than 2 years in a selected hospital of the United 
Birmingham Hospitals under the interc hange scheme for Senior 
Registrars agreed between the 2 Boards. 

Application forms from Secretary, 10, Augustus-road, 
Birmingham, 15, to be returned by 28th January, 1957. 
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BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) Highcroft Hall Group 7, Highcroft Hall Hospital, 
Birmingham, 23 
REGISTRAR (psychiatry). 
Opportunities for outpatients clinic work. 


All modern forms of treatment. 
House available. 


(2) West Bromwich Group, Edward-street, West 
Bromwich 

REGISTRAR (general surgery). Recognised for F.R.C.S. 

Duties in Casualty Department. Opportunity deputise for 


Resident Surgical Officer in general surgery work. Experience 
specialty required. Resident. 

Application forms from Group Secretaries, to be returned by 
2ist January, 1957. 
BIRMINGHAM (near), MARSTON GREEN MATER- 
NITY HOSPITAL, Berwicks-lane, MARSTON GREEN, near BIR- 
MINGHAM. HOUSE SURGEON (obstetrics) required, vacant 
lst March, 1957. 121 obstetrics and 10 gynecological beds. 
Recognised for Diploma and Obstetric part of M.R.C.O.G. 
Premature Baby Unit. Hospital affiliated to Birmingham 
Medical School for training of students. 

Detailed applications, with copies of 3 recent testimonials, to 
Group Secretary, Dudley Road Hospital, Birmingham, 18 
BIRMINGHAM. MONYHULL HALL HOSPITAL, Kings 
HEATH, ee 14. BIRMINGHAM (NO. 8) HOSPITAL MAN- 
AGEMENT COMMITTE Applications are invited for the appoint- 
ment of a JUNIOR HOSPIT ‘AL MEDICAL OFFICER (resident 
or non-resident). This mental deficiency hospital offers good 
experience in all branches of the investigation and training of 
mental defectives. In addition there are opportunities to gain 
experience with E.S.N. children and in child psychiatry at 
St. Francis Residential Special School, which is associated with 
the Hospital. There is a large, well-developed Psychological 
Department staffed by 3 Clinical Psychologists. The Hospital 
is recognised for the first-year of the training for the D.P.M. 
Accommodation for a single person is available. 

Applications, giving full personal particulars, qualifications 
and experience, together with the names and addresses of 2 
referees, to be sent to the Medical Superintendent at the above 
Hospital within 2 weeks of the appearance of this advertisement. 
BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. OBSTETRIC AND GYNAZCOLOGICAL HOUSE 
SURGEON (Senior House Officer grade). Post vacant mid- 
February. 

Applications, stating age, qualifications, nationality and copies 
of testimonials, to Medical Superintendent. 

BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. The following resident appointments are available for 
the 6 months period commencing 7th January, 1957. Recognised 
for pre-registration candidates but registered medical practi- 
tioners may apply. 
The Queen Elizabeth Hospital 
HOUSE SURGEON to the Ophthalmic Department. 
HOUSE SURGEON to the E.N.T. Department. 
The General Hospital 
HOUSE SURGEON to the Senate Department. 
HOUSE SURGEON to the E.N.T. Department. 
The Children’s Hospital 

HOUSE SURGEON. This post rotates between the three 
main surgical wards to give experience in all branches of surgery. 

Forms of application may be _—— d from the undersigned. 

G. A. PHALP, 
Secretary and Principal Administrative Officer. 

The United Birmingham Hospitals, The Queen Elizabeth 

Hospital, Birmingham, 15. 

BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of SENIOR 
PSYCHIATRIC REGISTRAR (Senior Registrar grade) to the 
United Birmingham Hospitals. The appointment will be for 1 
year in the first instance, subject to annual review. The successful 
candidate may subseque ‘ntly be required to spend not more than 
2 years in a selected Hospital of the Birmingham Regional 
Hospital Board, in accordance with an arrangement for the 
interchange of Registrars agreed between the 2 Boards. Candi- 
dates should hold the D.P.M., and preferably M.R.C.P. Furnished 
flat available. 

Application forms to be obtained from the Secretary, The 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15, and should be returned by 26th January, 1957. 
BIDEFORD AND DISTRICT HOSPITAL. (51 Beds.) 
Applications invited for post of HOUSE OFFICER, now 
vacant. Flat available for married officer. 

Applications, stating names of 2 referees, to Group Secretary, 
North Devon Hospital Management Committee, 19, Alexandra- 
road, Barnstaple 


BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 


Shelley-road. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of GENERAL HOUSE SURGEON, which 


now vacant. Favourable consideration will be given to 
suitable applicants for subsequent House Physician appointments. 
The appointment is recognised for the F.R.C.S. examination and 
for pre-registration purposes. 

Applications to the Hospital Secretary. 

BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the appointment 
of REGISTRAR in Obstetrics and Gynecology at the above 
Hospital (494 Beds, including 36 obstetrical and 22 gynwco- 
logical beds). The post, which is resident, becomes vacant on 
20th March, 1957, is subject to review after 1 year, and is recog- 
nised for the M.R.C.O.G. 

Forms of application are obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Victoria Hos- 
a , Gloucester-road, Boscombe, and should be returned to 

im duly completed within 7 days of the appearance of this 
advertisement. 


BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. BOURNEMOUTH CHILDREN’S UNIT. 
Applications are invited for the post of PALDIATRIC SENIOR 
HOUSE OFFICER to the above Unit, situated at the Christ- 
church Hospital. Duties include conduct of an Infant Welfare 
Centre. The post is recognised for the D.C.H. and will become 
vacant on 10th March, 1957. 

Applications, with copies of testimonials, should be sent to 
the Hospital Secretary, Christchurch Hospital, Hants, within 
7 days of the appearance of this advertisement. 


BOURNEMOUTH AND EAST DORSET GROUP OF 


HOSPITALS, SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 


REGISTRAR in Anesthetics for the above Group, with duties 
mainly at the Christchurch Hospital. This is a new post which 
will become available in March, 1957, and is consequent upon the 
opening of 56 surgical beds at Christchurch Hospital. The post 
is tenable for 1 year in the first instance and applicants should 
have had considerable experience in anesthesia. It will be an 
advantage if the successful candidate is willing to be resident at 
Christchurch Hospital. 

Forms of application are obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Victoria —* a4 
Gloucester-road, Boscombe, Bournemouth, and should be 
returned to him within 14 days of the appeararge of this 
advertisement. 
BRADFORD, YORKS. 
SENIOR HOUSE OFFICER required for 


ROYAL EYE AND EAR HOS- 


PITAL. (105 Beds.) 
E.N.T. Department of 56 Beds. Recognised for D.L.O. and 
F.R.C.S, ost vacant Ist February, 1957. Salary £745 p.a., 


less £150 p.a. residential emoluments. 

Applications, stating age, nationality, qualifications end 
experience with copy testimonials, to Secretary, Royal Infirmary, 
Bradford. 

BRIDGEND GENERAL HOSPITAL, Bri idgend. (381 
Beds.) Applications are invited for the post of SENIOR HOUSE 
OFFICER (general surgery). Appointment av ailable Ist 
February, 1957. This Hospital is recognised for the F.R.C 

Applications, stating age, qualifications, previous ee 
and naming 2 referees, to be addressed to the Group Secretary, 


Mid Glamorgan Hospital Management Committee, 8, Wind- 
street, Neath. 
BRIDGEND GENERAL “HOSPITAL, Bridgend. (381 


Beds.) Applications are invited from pre-registration and 
qualified medical officers for the post of HOUSE SURGEON. 
Appointment available Ist February, 1957, and tenable for 
6 months. This Hospital is recognised for the F.R.C.S. and 
approved by the General Medical Council for Pre-registration 
Service under Section 2 of The Medical Act, 1950. 

Applications, naming 2 referees, to be addressed to the Group 

Secretary, Mid Glamorgan Hospital Management Committee, 
8. Wind-street, Neath. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
SENIOR CASUALTY OFFICER (Junior Hospital Medical 
Officer), non-resident, required 28th January, 1957, at the above 
Hospital. Recognised for F.R.C.S 

Applications as locum or pe rmanent post, stating usual 
— and the names of 2 referees, to the Administrative 
Officer. 
BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE. Required at Southmead 
Hospita) (570 Beds, including 133 maternity) RESIDENT 
SENIOR HOUSE OFFICER (urological surgery) for 6 or 12 
months commencing Ist February, 1957. Post recognised for 
F.R.C.S. examination. 

Applications to be made ge Ma re 9 be obtained from the 
undersigned. LANCOCK, Group Secretary. 

Southmead Hospital, Bristol. 

BURTON GENERAL HOSPITAL. (250 Beds.) Junior 
HOSPITAL MEDICAL OFFICER ANAESTHETIST (resident 
or non-resident) required at the above Llospital. 

Applications to Group Secretary, General Hospital, Burton 
upon Trent, as soon as possible. 

BURTON UPON TRENT. THE GENERAL HOSPITAL. 
HOUSE SURGEON (orthopedics) required at the above 
Hospital. Post recognised for the F.R.C.S. 

Applications to Group Secretary as soon as possible. 
CARDIFF (near). ELY HOSPITAL, Ely, Cardiff. Junior 
HOSPITAL MEDICAL OFFICER (Male or Female). ,.This post 
is available at the above 515-Bedded hospital (300 mental defec- 
tives and_215 senile psychotics) in close proximity to Cardiff. 
Salary £775-£50-£1075 p.a. Conditions of service as prescribed 
by the Medical Whitley Council. There is no residential accom- 
modation available. 

Applications, giving the names and addresses of 3 referees, to 
be sent to the Medical Superintendent. 

CAHDIFF. ST. DAVID’S HOSPITAL. Senior House 
OFFICER (Resident) required in Geriatric Unit (200 Beds) at 
above Ilospital. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road. Cardiff. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER in General Surgery at the Cardiff Royal Infirmary. 
Non-resident post, commencing Ist March, 1957. 

Application forms are available from the Secretary to the 
Board, at the Cardiff Royal Infirmary, Cardiff, and should be 
returned within 14 days of the appearance of this advertisement. 
COLCHESTER. SEVERALLS HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER required (resident or non- 
resident). Commencing salary £775 p.a., rising to £1075 p.a. 
Furnished accommodat on available for a single officer. There 
will be scope for work in the use of modern psychiatric methods 
in the wards. 

Applications, with names of 2 referees, should be forwarded 
to the Medical Superintendent. 
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COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for :— 
Essex County Hospital, Coichester (185 Beds) 

HOUSE OFFICER (surgical). First, second, third or pre- 

registration post, tenable for 6 months. Recognised for F.R.C.S. 
Biack Notley Hospital, Braintree (516 Beds) 

Posts of HOUSE SURGEON and HOUSE PHYSICIAN. 
The successful applicant will serve 6 months as House Surgeon 
followed by 6 months as House Physician. First, second, third 
or pre-registration posts. Surgical post includes duties in general 
surgical and gynecological wards. Recognised for F.R.C.S. 
Medical post includes duties in medical and pediatric wards. 

HOUSE PHYSICIAN. Duties in medical and pediatric 
wards. First, second, third or pre-registration post, tenable 
for 6 months. 

Applications, with copies of 3 testimonials, to Group Secretary, 

14, Pope’s-lane, Colchester. 
COTTINGHAM (near HULL). CASTLE HILL HOS- 
PITAL. HULL B HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
HOSPITAL MEDICAL OFFICER (resident) to work in Major 
Thoracic Surgery Unit. Accommodation available for single 
person only at present. The Unit has 50 Beds for all types of 
thoracic surgery, including tuberculosis and non-tuberculosis, 
cpsophageal and cardiac. 

Application forms from Group Secretary, De la Pole Hospital, 

Willerby, East Yorkshire. 
CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(188 Beds.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of RESI- 
DENT HOUSE OFFICER (surgical), which will become vacant 
on 8th February next. Salary and conditions of service as laid 
down by the Ministry of Health. 

Applications, stating age, qualifications, experience, nation- 

ality, with names and addresses of 3 referees, to the Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 
CAPMARTHEN. WEST WALES GENERAL HOSPITAL. 
(188 Beds.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of 
RESIDENT HOUSE OFFICER (medical), which will become 
vacant on 8th February next. Salary and conditions of service 
as lail down by the Ministry of Health. 

Applications, stating age, qualifications, experience, nation- 
ality, with names and addresses of 3 referees, to the Group 
Secretary, West Wales Hospital Management Committee, 
Glangwill, Carmarthen. 

CARSHALTON, 8U 


RREY. ST. HELIER HOSPITAL. 
(711 Beds.) ANASSTHETIC 


REGISTRAR. Post vacant 21st 
April, 1957. Hospital recognised for F.F.A.R.C.S. and D.A. 

Forms of application, to be returned by 26th January, may be 
obtained from the Group Secretary at above address. 
ST. JOHN'S HOSPITAL. (65 surgical 

beds. Applications are invited for the appointment of RESI- 
DE NT SURGICAL OFFICER (Senior Heuse Officer grade). 
The post which becomes vacant on 13th February, 1957, is 
recognised for the F.R.C.S. and the successful candidate will 
gain excellent experience in general surgery, with good oppor- 
tunity for preparation for higher qualifications. A House 
Surgeon is in residence. 

Applications, stating age, nationality, present appointment 

and previous appointments with dates, together with recent 
testimonials, to the Group Secretary, Chelmsford Hospital 
Management Committee, Chelmsford and Essex Hospital, 
London-road, Chelmsford. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL. 
(430 Beds.) RADIOLOGICAL REGISTRAR. 1 of the 2 
Registrar posts in the Diagnostic X-ray Department will become 
vacant at the end of February, 1957. Applicants must possess 
at least the D.M.R.(D.), Part I. The d*partment may be 
visited by arrangement with the Senior Radiologist (Ottershaw 
441). Hospital within easy reach of London. 

Application forms may be obtained from the Group Secretary, 
Woking and Chertsey Hospital Management Committee, 

Huntington,” Guildford-road, Che rtsey, Surrey ; completed 

forms must be returned by 2nd February, 1957. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL. 
(430 Beds.) Applications are invited for the post of SENIOR 
MEDICAL REGISTRAR. The Hospital may be visited by 
arrangement with Physician-Superintendent (Telephone : Otter- 
shaw 441). 

Application forms can be obtained from the Group Secretary, 
Woking and Chertsey Group Hospital Management Committee, 

* Huntington,” Guildford-road, Chertsey, Surrey. Closing 

date 26th January. 
CHICHESTER, SUSSEX. ST. RICHARD’S HOSPITAL. 
Applications are invited for the post of HOUSE PHYSICIAN 
(recognised for pre-registration) for 6 months only in the first 
instance. Vacant middle February, 1957. 

Applications, stating age, qualifications and experience, and 
giving names of 2 persons to whom reference may be made, 
should be sent to the Surgeon-Superintendent. 


CROYDON. MAYDAY HOSPITAL. (611 Beds.) Croydon 
GROUP HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
CASUALTY OFFICER (Senior House Officer grade) Appli- 
cations are invited for post which is vacant on 22nd January. 
Recognised for Final F.R.C.S. examination. Particularly good 
for gaining experience in orthopeedies and fracture work. 

Application forms obtainable from GEORGE A. TAINES, Group 
Secre sary. Hospital Management Committee, General Hospital, 
Croydon 


DEWSBURY, YORKSHIRE. THE GENERAL HOS- 
PITAL. Applications are invited for the post of HOUSE OFFICER 
(general medicine and prediatrics) vacant Ist February, 1957. 

Applications, giving details of age, experience and qualifications 
together with the names of 2 referees, to the Administrative 
Officer at the Hospital. 
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House Surgeon (pre- 


DERBY. CITY HOSPITAL. 
Post 


registration) or SENIOR HOUSE OFFICER (surgical). 
recognised for F.R.C.S. Vacant 10th March, 1957. 

Apply, stating full details with copies of 2 recent testimonials, 
to Medical Superintendent. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. House 
SURGEON (general surgery) required early February, 1957. 
Pre-registration candidates eligible. 

Applications, with copies of 2 recent testimonials, to be sent 

to Secretary. : 
DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the Fellowship and D.L.O.) Applications 
are invited for the post of SENIOR HOUSE OF FICER in the 
E.N.T. Department. Post vacant now. 

Applications to the ee Secretary, Doncaster Hospital 
Management Committee Joncaster Royal Infirmary. 
DONCASTER ROYAL INFIRMARY. Applications are 
invited for the post of SENIOR HOUSE OFFICER in the 
Orthopedic Department. The post is recognised under the 
Fellowship regulations. 

Applications to the Group Secretary, Doncaster Hospital 
Management Committee, at Doncaster Royal Infirmary. 
DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL. (247 Beds.) HOUSE PHYSICIAN, vacant early 
January. Approved pre-registration post. Fully qualified 
practitioners may apply. Duties include acute and chronic 
medicine. Good general experience for first house appointment. 

Apply Group Secretary, Westwood Hospital, Beverley, 
Yorkshire. 
DRIFFIELD, YORKSHIRE. NORTHFIELD SANA- 
TORIUM. (78 Beds.) SENIOR HOUSE PHYSICIAN, vacant 
now. Offers experience all branches of tuberculosis within the 
Group, including surgery, M.M.R., and clinics. Time for study. 
Ex-patients welcome. £150 for full residence. 

Applications to Group Secretary, Westwood Hospital, 
Beverley, Yorkshire. 

DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP. BIRMINGHAM REGION. 
The Quest Hospital, Dudiey (154 Beds) 

SENIOR HOUSE OFFICER (surgical). Post now vacant. 

SENIOR ILOUSE OFFICER (casualty). Post now vacant. 

HOUSE OFFICER (surgical), pre-registration. Post vacant 

January, 1957. 

Apply, Group Secretary, Guest Hospital, Dudley. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

(1) MEDICAL REGISTRAR, Papworth Hospital, Cam- 
bridgeshire (174 medica] beds—27 thoracic surgical beds). Post 
provides wide range of experience in tuberculosis and other chest 
diseases. Appointment for 1 year, renewable for second year. 
Candidates invited to visit Hospital by direct arrangement with 
Physician-Superintendent. 

(2) REGISTRAR in Obstetrics and Gynecology, Peter- 
borough Group of hospitals. Unit consists of 73 obstetric beds 
and a busy Gynecological Department. Recognised for 
M.R.C.O.G. & Obstetrics. Appointment for 1 year, renewable 
for second year. Candidates invited to visit hospitals by direct 
arrangement with Hospital Management Committee Secretary, 
Memorial Hospital, Peterborough. 

Applications, stating age, experience and the names of 3 
referees, to Board’s Senior Administrative Medical Officer, 117, 
Chesterton-road, Cambridge, by 21st January. 1957. 

EAST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTER. Applications are invited for the following appoint- 
ments for the 6 months period commencing Ist February, 1957. 
Cumbertand Infirmary, Carlisie (330 Beds) 
1 HOUSE OFFICER (general medicine). 
2 HOUSE OFFICERS (general surgery). Recognised for 
F.R.C.S. examination. 
1 HOUSE OFFICER (gynecol with some obstetrics). 
om Maternity (65 Beds) and City General (188 Beds) 
ospitals, Carlisle 

1 HOU SE OFFICER (obstetrics and gynecology ). 

nised for the D.Obst.R.C.0.G. examination. 

All the above posts are recognised for pre-registration purposes. 

Applications, stating age and giving details of education, 

training and experience, together with the names of 2 referees, 
pee be sent to the Group Secretary, Cumberland Infirmary, 
Carlisle. 
EDGWARE GENERAL HOSPITAL, Edgware, Middiesex. 
(715 Beds.) RESIDENT SENIOR CASUALTY HOUSE 
OFFICER required at above Hospital. Post recognised for 
F.R.C.S. purposes. 

Apply immediately, stating age, nationality, qualifications 
and experience, together with the names and addresses of 2 
referees, to Group Secretary, Edgware General Hospital. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT HOUSE PHYSICIAN for Thoracic 
and Dermatological Departments. Duties to include “ taking 


Recog- 


of acute general medical cases.”” 6 months appointment. Post 
vacant 18th February, 1957. 
Applications, stating age, qualifications, experience, and 


enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 26th January, 1957. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from pre-registration and registered 
medical practitioners for the appointment of HOUSE PHYSI- 
CIAN (2) vacant 24th February, 1957, and 8th March, 1957, 
respectively. 
Applications, with copies of 2 recent testimonials, to the 
Hospital Secretary by 19th January, 1957. 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SURGEON required 5th 
February. Pre-registration post recognised for F.R.C.S. 
Applications, stating age, qualifications and experience with 
copies of 2 recent testimonials, should be sen as soon as possible 
to Group Secretary at above address. 
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EPSOM GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for Whole-time REGISTRAR 
in Chest Medicine to the Epsom and Dorking Chest Clinics. 
Immediate vacancy. Duties will include sessions at 1 or both 
clinics. Additionally person appointed will be Registrar at 
Cheam Sanatorium where there are 53 Beds for the treatment 
of cases of pulmonary tuberculosis, and will have the day- 
to-day care of patients under the various Consultants concerned. 
Successful candidate will be required to live within easy access 
of Cheam Sanatorium. Applicants may visit Units by arrange- 
ment with Consultant Chest Physician. 

Application forms may he obtained from Group Secretary, 
——- District Hospital, Dorking-road, Epsom (send stamped 
foolscap envelope), for completion and return within 

aays. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON (approved pre-registration, 
first or second post), vacant 2nd February, 1957. Duties with 
a General Surgical Unit. Post recognised by the Royal College 
of Surgeons. 6 months appointment. 

Applications, with names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, at Chase Farm Hospital, The Ridgeway, Enfield. 
GLASGOW. ROBROYSTON HOSPITAL. There are 
immediate vacancies for a JUNIOR HOSPITAL MEDICAL 
OFFICER and a Locum JUNIOR HOSPITAL MEDICAL 
OFFICER, preferably non-resident. The work carried out 
consists mainly of tuberculous pulmonary disease, though sub- 
stantial units exist for skeletal and for urological tuberculosis. 
A small unit for acute respiratory disease exists, and there are 
also units for non-tuberculous chest diseases and for geriatrics. 

Applications in writing should be forwarded immediately to 

Physician-Superintendent, Robroyston Hospital, Glasgow, E.3. 
GLASGOW. VICTORIA INFIRMARY. Senior House 
OFFICER in Pathology. Applications for vacant post, tenure 
of which will be subject to review after 1 year, to Secretary, 
Board of Management for Glasgow Victoria Hospitals, 24, 
St. Vincent-place, Glasgow, by 25th January, 1957. 
GRIMSBY UENERAL HOSPITAL. Applications are 
invited for CASUALTY OFFICER (Senior House Officer grade ) 
with some E.N.T. duties. Up-to-date Medica) Library and reading 
facilities available. 


Applications, with names and addresses of 2 referees, to 
Hospital Secretary. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 


(233 Beds.) 
and neurology. 
accommodation is available. 
renewable. Whitley Council 
F.R.C.S. and D.O. examinations. 

Apply as soon as possible, with copies of 3 testimonials, to 

Hospital Secretary. 
HALIFAX. NORTHOWRAM HALL HOSPITAL. (108 
Beds.) SENIOR HOUSE OFFICER in Chest Diseases required. 
Duties include attendance at busy Chest Clinic at the Royal 
Halifax Infirmary and non-tuberculous chest ward work. This 
post offers excellent facilities for the study ef chest diseases 
and experience is available with bronchoscopies and _broncho- 
grams. Salary £745 p.a., with a deduction of £150 p.a. for board, 
residence, &c. 

Applications to be forwarded to the Group Secretary, Royal 
Halifax Infirmary, Halifax. 
HALIFAX. ROYAL HALIFAX INFIRMARY. House 
PHYSICIAN required in General Medicine. Post vacant Ist 
February, 1957. 
sane to the Group Secretary, Royal Halifax Infirmary, 

alifax. d 
HAREFIELD HOSPITAL, Harefield, Middlesex. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICAL 
REGISTRAR required at above Hospital. Previous experience 
in general medicine and in the treatment of tuberculosis essential. 
The Hospital has approximately 450 Beds for the treatment of 
tuberculosis in all its forms, a non-tuberculosis Thoracic Surgical 
Unit of 90 Beds, and 100 general medical and surgical beds. 

Application forms obtainable from, and returnable to, the 
Group Secretary, Harefield and Northwood Group Hospital 
Management Committee, Mount Vernon Hospital, Northwood, 
Middlesex, by 19th January, 1957. 


SENIOR HOUSE OFFICER for ophthalmology 
Post is vacant on 24th January. Resident 
It is tenable for 6 months and 
terms. Recognised for both 


HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds.) WEST WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
pre-registration post of RESIDENT HOUSE OFFICER 


(medical), which will become vacant on Ist February next. 
Salary and conditions of service as laid down by the Ministry of 
Health. 

Applications, stating age, qualifications, experience, nation- 
ality, with names and addresses of 3 referees, to the Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds.) WEST WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
pre-registration post of RESIDENT HOUSE OFFICER 
(surgical), which will become vacant on Ist February next. 
Salary and conditions of service as laid down by the Ministry 
of Health. 

Applications, stating age, qualifications, experience, nation- 
ality, with names and addresses of 3 referees, to the Gronp 
West Wales Hospital Management Committee, 

i, 


Glangwi armarthen. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSPITAL. HOUSE SURGEON (pre-registration) 
required. 


Applications, giving full details and 2 names for reference, 
should be sent to the Hospital Secretary as soon as possible. 


HEMEL HEMPSTEAD, HERTFORDSHIRE. ST. PAUL'S 
AND WEST HERTS HOSPITALS. HOUSE PHYSICIAN (pre- 
registration ). 

Applications, giving full details and enclosing copies of 2 

recent testimo ials, should be sent to the Secretary, St. Paul’s 
Hospital, Hemel Hempstead, Herts, at once. 
HENDON GROUP HOSPITAL MANAGEMENT COM- 
MITTER. RESIDENT OBSTETRIC HOUSE SURGEON 
required at Bushey Maternity Hospital, Bushey Heath, Herts 
(50 Beds). Duties include antenatal and other clinics at the 
Edgware General Hospital, Edgware, Middlesex. Post vacant 
15th February, 1957. 6 months appointment. Post recognised 
for D.Obst.R.C.O.G. and for pre-registration purposes. 

Applications, stating age, qualifications, experience, and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of Edgware General Hospital by 26th January, 1957. 
HERTFORD COUNTY HOSPITAL. (Hospital situated 
21 miles from London.) RESIDENT CASUALTY OFFICER 
(Senior House Officer grade) with attathment to Predia- 
trician and Ophthalmic Consultant. Salary £745 p.a., less 
£150 p.a. residential emoluments. Recognised under F.R.C.S. 
regulations. Appointment to commence immediately. 

Apply, with full details and references, to Group Secretary, 

Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. 
HILLINGDON HOSPITAL, Uxbridge, Middlesex. (621 
Beds.) CASUALTY OFFICER. Whole-time duties under 
Medica] Director will include dealing with casualties and 
admissions to Hospital and such other duties as may be required. 
ae recognised for F.R.C.S. Junior Hospital Medical Officer 
scale. 

Apply, with copies of 3 recent testimonials, to Medical Director 

by 22nd January. 
HORNCHURCH. ST. GEORGE’S HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER (resident) required from 
Ist January, 1957, at this Hospital which accommodates 404 
chronic sick patients. The post offers excellent geriatric experi- 
ence. 

Applications should be forwarded to the Secretary, Romford 

Group Hospital Management Committee, Oldchurch Hospital, 
Romford, as soon as possible. 
HOUNSLOW HOSPITAL. (General Acute—81 Beds.) 
Applications are invited for the appointment of RESIDENT 
CASUALTY OFFICER (Senior House Officer grade) recognised 
for F.R.C.S. examination. Post vacant 10th February, 1957. 
Salary £745 p.a., less £150 p.a. for residence, &c. 

Applications, stating age, qualifications, experience, with 
copies of 3 recent testimonials or names for reference, to the 
Hospital Secretary, Hounslow Hospital, Staines-road, Hounslow, 
Middlesex. 

HUDDERSFIELD ROYAL INFIRMARY. (312 Beds. 

HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEK. HOUS 

SURGEON required to commence duties on 23rd January, 1957. 
The post is recognised as a pre-registration appointment and 
for the F.R.C.S. Salary in accordance with national scale. 

Applications, together with vf 3 rcent testimonials, 
to be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary. Huddersfield. 

HULL. VICTORIA HOSPITAL FOR SICK CHILDREN 
Park-street. RESIDENT SENIOR HOUSE OFFICER required 
as from 18th February, 1957. The Officer appointed will super- 
vise the House staff, and also be in charge of the Casualty 
Department. Salary and emoluments according to national scale. 

Applications, with testimonials, should be sent to the Hospital 

HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE SURGEON (recognised for the F..C.S. examinations). 
There are 69 general surgical beds and some supervision is 
required of 17 gynecological beds. Salary £745, less emoluments. 
Post vacant Ist February. 

Applications, with 2 recent testimonials, to the Hospital 

Secretary. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (medical). Post 
recognised for pre-registration purposes. The selected candidate 
will be required to look after medical and prdiutric cases and 
may be called upon to give emergency anwsthetics. Post vacant 
early February. 

Apply, with full particulars and names of 2 referees, to 
Secretary, County Hospital, Huntingdon. 
ILFORD. KING GEORGE HOSPITAL. (General Hos- 
yital-—-211, Beds.) There will be a vacancy for a SENIOR 

IOUSE OFFICER (Orthopedic Department) at above Hospital 
on 30th January, 1957. Salary will be at the rate of £745 p.a., 
less emoluments. Recognised for F.R.C.S. 

Applicants should have been registered not less than 1 year 
and should send applications, accompanied by copies of 3 testi- 
monials, to the undersigned within 7 days of the appearance of 
this advertisement. 

H. F. Harris, Group Secretary, Ilford 
and Barking Group Hospital Management Committee. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to 2 Consultant General Surgeons. The 
post is recognised for pre-registration and for the F.R.C.S. 
examinations. 

Applications, with copies of recent testimonials, to Hospital 

Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. Applications are invited for the post of HOUSE 
SURGEON to the Fractnre and Orthopedic Department. 
Approved pre-registration post. 

Applications, with copies of recent testimonials, to Hospital 
Secretary. 
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IPSWICH AND EAST SUFFOLK HOSPITAL. Heath 
ROAD WING, IvswicH. (274 Beds.) Applications invited for 
mee of HOUSE PHYSICIAN (pre-registration), vacant 14th 
‘ebruary, 1957. 

Applications, with full details, to the Hospital Secretary. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston 
UPON THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified Medical 
Officers for the posts of SENIOR HOUSE OFFICER (general 
surgery )}—2 posts which are available on lst and 3rd March, 1957. 
The posts are recognised for F.R.C.S. purposes. 

Applications, stating age, qualifications and experience with 2 
testimonials, should reach the Physician-Superintendent of the 
Hospital within 7 days of the appearance of this advertisement. 
KINGSTON HUSPITAL, Wolverton-avenue, Kingston 
UPON THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEK. Applications are invited from suitably qualified Medical 
Officers for the post of SENIOR HOUSE OFFICER (orthopedic 
and casualty) which is available on Ist March, 1957. The post 
is recognised in casualty for F.R.C.S. purposes 

Applications, stating age, qualifications and e xpe rience with 2 
testimonials, should reach the Physician-Superintendent of the 
ILospital within 7 days of the appearance of this advertisement. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(240 Beds.) SENIOR HOUSE OFFICER (casualty). The 
successful applicant will work with the. _ Specialist Orthopedic 
Unit. The post is recognised for F.R.« 

Applications, with names of 2 re “among to be addressed to the 
Group Secretary, Royal Lancaste r Infirmary, Lancaster. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(240 Beds.) RESIDENT HOUSE OFFICER (surgical), pre- 
registration post. Successful applicant will work with Consultant 


Surgical Unit and attend Consultative Clfiics. Post vacant 
Ist February next; tenable for 6 months. Recognised for 
F.R.C.S. 


Applications, with names of 2 referees, to the Secretary (8S), 


Royal Lancaster Infirmary, Lancaster. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(240 Beds.) RESIDENT HOUSE OFFICER (medical), pre- 


Duties include care of acute cases under the 
Consultant Physicians and attendanee at 


registration post. 
supervision of 2 


Consultative Clinics. Post vacant Ist February next ; tenable 
for 6 months. 
Applications, with names of 2 referees, to Secretary (M), 


Royal Lancaster Infirmary, Lancaster. 

LEAMINGTON SPA. WARNEFURD GENERAL HOS- 
PITAL. (197 Beds.) RESIDENT HOUSE SURGEON (general 
surgery). Post vacant. Recognised fur pre-registration and 
F.R.C.S. Post provides excellent experience. Good accommoda- 
tion available. 

Applications, with 2 recent testimonials, to Hospital Secretary. 
LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT, Groby-road, LEICESTER. (328 Beds.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT MEDICAL REGIS- 
TRAR (chest and infectious diseases) required. Single accom- 
modation available. Acute pyrexial conditions, tuberculosis 
and all forms of chest and heart diseases, Hospital has complete 
Thoracic Surgical Unit with medical and surgical outpatient 
clinics. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, 10, by 21st January, 1957, giving 
age, nationality, qualifications, present and previous appoint- 
ments with dates, naming 3 referees. 
LEWES (near). CHAILEY HERITAGE (Craft School and 
Hospital), NORTH COMMON, CHAILEY, near LEWES, SUSSEX. 
(300-bedded Children’s long-stay Orthopredic Hospital and 
Hospital School.) MID-SUSSEX HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER. 12 months appointment. 
Useful experience in orthopedics and prediatrics and for can- 
didate working for D.C.H. or contemplating School Medical 
Service. Should have held previous appointment. National 
Health Service terms and conditions. 

Applications, with 2 references or recent testimonials, to 
Medical Administrator not later than 26th January, 1957. 
LIVERPOOL, 14. BROADGREEN HOSPITAL. Applica- 
tions are invited for the opens of 2 HOUSE SURGEONS 
or SENIOR HOUSE OFFICERS (reside nt) in the Thoracic 
Surgical Unit for 6 months from Ist March, 1957. The appoint- 
ments are recognised for pre-registration purposes and the 
grading will be according to the experience of the applicants 
appointed. Salary, House Surgeon £425-£€475-—£€525, less £125 
p.a. resident charges ; Senior House Officer £745 p.a., less 
£150 p.a, 

Application forms obtainable from the undersigned, to be 
returned completed not later than 26th January, 1957. 

H. BiytTue, Group Secretary. 

BOOTLE HOSPITAL. Applications 
post, vacant from Ist February, 1957, as 
SENIOR HOUSE SURGEON (general surgery). 

Apply to Secretary, Walton Hospital, Liverpool, 9. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
8ST. PAUL'S EYE HOSPITAL. Applications are invited for a post of 
Locum REGISTRAR in Ophthalmology to take up duty as soon 
as possible for the period to 15th February, 1957. 

Apply, as soon as possible, with details of age, qualifications, 
and experience, and the names of 2 referees, to the Secretary, 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedtord- 
SHIRE, (250 Beds.) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Whole-time SURGICAL REGISTRAR 
required early January at the above Hospital. The post is 
recognised for F.R.C.8. The Hospital may be visited by direct 
appointment. 

Application forms obtainable from the Secretary, Luton and 
Hitchin Group Uospital Management Committee, St. Mary’s 
Hospital, Luton, Beds, and returnable as soon as possible. 


LIVERPOOL, 20. 
are invited for a 
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LUTON AND DUNSTABLE HOSPITAL, 


Luton, Bed- 
FORDSHIRE. SENIOR HOUSE OFFICER for Accident Service 
including duties in the Hand Infection Unit, required ist 
February, 1957. Post recognised for F.R.C.S. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, to be 
sent to the Secretary by 23rd January, 1957. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of HOUSE 
SURGEON. 6 months appointment. Post vacant February, 
1957. Salary at the rate of £425-£525 p.a. A deduction at the 
rate of £125 a year is made for board and lodging, and other 
services provided. 

Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital. 


MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
CASUALTY OFFICER (Senior House Officer). Recognised 


for F.R.C.S. Salary £745 a year, less £150 a year for board and 
lodging. Post vacant February, 1957. 

Applications to the Administrative Officer at the Hospital. 
MID GLAMORGAN HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the following Medical staff 
vacancies : 

Neath General Hospital, Neath (412 Beds) 
SENIOR HOUSE OFFICER (pathology), vacant 24th 
January, 1957. 
HOUSE SURGEON, vacant Ist February, 1957. 
Hospital, Quarella-road, Bridgend 
(3 eds) 
HOUSE SURGEON, vacant Ist February, 1957. 
HOUSE SURGEON (obstetrics and gynecology), 
Ist February, 1957. 

Neath and Bridgend General Hospitals are recognised for the 
major diplomas and approved by the General Medical Council 
= Pre-registration Service under Section 2 of the Medical Act, 

50, 

Applications, naming 2 referees, to be addressed to the Group 
Secretary of the Committee, 8, Wind-street, Neath. 


vacant 


MITCHAM. WILSUN HUSPITAL vranmer-road, 
MITCHAM, SURREY. SENIOR HOUSE OF FICER (surgical). 
Duties mainly in Casualty Department. Post vacant 10th 
February. 


enclosing copies of recent testimonials and the 


Applications, 
Helier Hospital, 


names of 2 referees, to Group Secretary, St. 
Carshalton, Surrey. 

MORECAMBE. QUEEN VICTORIA HOSPITAL. (100 
Beds.) RESIDENT SENIOR HOUSE OFFICER (obstetrics 
and gynecology). Post vacant now and tenable for 1 year. 
Successful applicant will work with the Specialist Unit, but will 
- expected to relieve the Senior House Officer (surgical) during 
absence. 

Applications, with full particulars, to Group Secretary, Royal 

Lancaster Infirmary, Lancaster. 
MANCHESTER, 8. CRUMPSALL HOSPITAL. Appli- 
cations are invited for CLINICAL PATHOLOGIST (Senior 
House Officer grade). Resident post vacant 28th February, 1957. 
Non-resident post vacant 12th March, 1957. Tenable for 1 
year and presents opportunities for gaining experience in all 
branches of clinical pathology. Previous experience in pathology 
not essential. 

Applications, with names of 2 referees, by 21st January, 1957, 
to Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester 
MANCHESTER, 20. CHRISTIE HOSPITAL AND HOLT 
RADIUM INSTITUTE. SOUTH MANCHESTER HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of SENIOR 


HOUSE OFFICER (surgery) at the above Hospital. This is 
a suitable post for candidates studying for the F.R.C.S. 
Applications, stating age, qualific ations, nationality, present 


post, experience, and the names of 2 referees, to the Group 
Secretary, Withington Hospital, Manchester, 20, within 7 days 
of the appearance of this advertisement. 

MANCHESTER REGIONAL HOSPITAL a South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTE The poner 
invite applications for the post of REGISTRAR in E.N.T. 
Surgery in the South Manchester Group, with principle duties 
at the Manchester Ear Hospital and Wythenshawe Hospital. 

Applications, stating age, qualifications, present post, and 
names of 2 referees, to be forwarded to the Group Secretary, 
Withington Hospital, Manchester, 20, not later than 24th 
January, 1957. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the whole-time post of REGISTRAR 
in General Medicine in the Ashton, Hyde and Glossop Group of 
hospitals. 

Applications, with copies of 2 testimonials, should be forwarded 
to the Group Secretary, Ashton, Hyde and Glossop Hospital 
Management Committee, General Hospital, Ashton-under-Lyne, 
by 23rd January, 1957. 

MANCHESTER REGIONAL HOSPITAL BOARD. Rebi- 
DENT SURGICAL REGISTRAR required beginning of 
February, 1957, in the Blackburn and District Group with duties 
mainly at Queen's Park Hospital, Bieckbura (640 mainly genera) 


beds). Post recognised for F.R.C 
Application forms obtainable _ the Group Secretary, 
Hospital Management Committee Office, Royal Infirmary, 


Blackburn, Lanes. 
MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications for the Lew of RESIDENT SURGICAL REGIS- 
TRAR to Macclesfield District Group Hos —. main duties 
Infirmary Branch, Macclesfield Hospital. lospital recognised 
for F.R.C.S. regulations. 

Apply immediately, with names and addresses of 2 referees, 
to Group Secretary, Willerby House, Cumberland-street 
Macclesfield. 
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MANCHESTER REGIONAL HOSPITAL BOARD. 
SALFORD HOSPITAL MANAGEMENT COMMITTEE. Applications 
invited for post of NON-RESIDENT REGISTRAR to the 
Neurosurgical Department at Salford Royal and the Royal 
Manchester Children’s Hospitals. In addition to adult work the 
post offers exceptional opportunities for experience in pediatric 
neurosurgery. 

Applications, together with names and addresses of 2 referees 

to be sent to the Group Secretary, Salford Royal Hospital, 
Salford, 3, before 19th January, 1957. 
NEWCASTLE GENERAL HOSPITAL. (838 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER in the Department of Urology (51 
Beds). This is a Regional Urological Unit and patients are 
admitted from a very wide area. The post offers excellent 
opportunities for gaining practical experience under Consultant 
Urological Surgeons. The Unit is self contained and includes 
a Urological Operating Theatre. Recognised for F.R.C.S. 

Applications, together with the names of 2 referees, should be 

forwarded to the Secretary, Newcastle General Hospital, New- 
castle upon Tyne, 4. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR ORTHOPDIC SURGEON (whole-time), Hexham 
Group of hospitals (100 orthopedic beds). Accommodation may 
be available. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Newcastle Regional Hospital 
Board, Benficld-road, Newcastle upon Tyne, 6, within 14 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 


TRAR ANZASTHETIST (whole-time) Newcastle Group of 
hospitals. 
Applications, with names and addresses of 3 referees, to 


Senior Administrative Medical Officer, Newcastle Regional 
wo! Board, Benfield-road, Newcastle upon Tyne, 6, within 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. ‘Applications are invited for the post of HOUSE 
SURGEON to the Radiotherapy and E.N.T. Departments. 


This post is recognised as a pre-registration appointment. 
Vacant Ist February, 1957. 
Applications, accompanied by 2 testimonials, should be 


forwarded to the Resident Medical Officer, 
Hospital, Northwood, by 16th January, 1957. 

NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. ‘Applications are invited fer the post of HOUSE 
PHYSICIAN to the Radiotherapy Department. This post is 
recognised as a pre-registration appointment. Vacant Ist 
February, 1957. 

Applications, accompanied by 2 testimonials, should be 
forwarded to the Resident _—— Officer, Mount Vernon 
Hospital, Northwood, by 16th January, 1957. 
NORTHWOOD, MIDDLESEX. MOUNT VERNON 
HOSPITAL. Applications are invited for the post of HOUSE 
SURGEON to the Gynecological Department of 25 Beds. 
This appointment is recognised for the M.R.C.O.G., and may 


Mount Vernon 


4 a pre-registration appointment. Vacant Ist February, 
1957. 

Applications, accompanied by 2 testimonials, should be 
forwarded the Resident Medical Officer, Mount Vernon 
Hospital, Northwood, by 16th January, 1957. 
NORTHWOOD, MIDDLESEX. MOUNT VERNO 


HOSPITAL. Applications are invited for the post of HOUSE 
SURGEON for General Surgery. Recognised for the Final 
F.R.C.S. in general surgery, and recognised as a pre-registration 
appointment. Vacant Ist February, 1957. 

Applications, accompanied by 2 testimonials, to be forwarded 
to the Resident Medical Officer, Mount Vernon Hospital, North- 
wood, by 16th January, 1957. 
NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
Required, SENIOR HOUSE OFFICER, duties to commence 
on 13th January, 1957. Salary and conditions of service in 
accordance with Ministry regulations. A furnished flat is 
available for married candidates, if required. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Nottingham. 


NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of HOUSE PHYSICIAN, vacant 
on ist March, 1957. Recognised for pre-registration purposes. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of not more than 3 testimonials, 
to be sent immediately to the Hospital Secretary, City Hospital, 
Hucknall-road, Nottingham. 


NOTTINGHAM GENERAL HOSPITAL. 
are invited for the post of SENIOR HOUSE OFFICER 
(casualty), duties to commence 31st January, 1957. Establish- 
ment 3. Recognised for F.R.C.S. Post offers wide experience of 
casualty work. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of testimonials, to be sent to 
Secretary, General Hospital, Nottingham. 


OXFORD. UNITED OXFORD HOSPITALS. Appli- 
cations invited for post of Locum REGISTRAR in Department 
of Otolaryngology at the Radcliffe Infirmary, to commence as 
soon as possible, until end of April. 

Applications, on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, should be received not later than 
2ist January, 1957. 

OXFORD. UNITED OXFORD HOSPITALS. The Radcliffe 
INFIRMARY, OXFORD. HOUSE PHYSICIAN required to the 
Nuffield Professor of Medicine at the Radcliffe Infirmary, for 6 
months from Ist February, 1957. This post is recognised for 


pre-registration. 
Applications, with names of 2 referees, to the Administrator, 


Applications 


Radcliffe Infirmary, Oxford, by 17th January, 1957. 


OXFORD. LITTLEMORE (MENTAL) HOSPITAL AND 
ASHHURST CLINIC. Applications invited for the post of SENIOR 
HOUSE OFFICER (Male or Female). Previous psychiatric 
experience unnecessary. The Physician appointed will work 
primarily in the Insulin Therapy Clinic and with a Senior 
Consultant at outpatient clinics. There are ample facilities for 
ot “me study in a teaching general hospital. Salary 
£745 p.a. 

Apply Physician-Superintendent. 
PAISLEY AND DISTRICT HOSPITALS BOARD OF 
MANAGEMENT. 

HOUSE SURGEON (pre-registration) required for Ortho- 

dic and Fracture Unit, Royal Alexandra Infirmary, Paisley. 

‘ost (vacant on Ist February, 1957. 

JUNIOR HOSPITAL MEDICAL OFFICER required imme- 
diately for Casualty Department, Royal Alexandra Infirmary, 
Paisley. Resident or non-resident. Applicants must be registered 
or 1 year. 

HOUSE OFFICER for Paisley and District ate J Unit, 
as from Ist February, 1957. Applicants should preferably have 
held at least 1 previous House Officer post. 


Applications to Group Medical Superintendent, Royal 
Alexandra Infirmary, Paisley. 
PETERBOROUGH. MEMORIAL HOSPITAL. Peter- 


BOROUGH AND STAMFORD HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the position of HOUSE PHYSICIAN 
which will become vacant on 24th January, 1957. The appoint- 
ment will be for 6 months. 

Applications, with testimonials, should be addressed to the 
Secretary, Memorial Hospital, Peterborough. 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. 

SENIOR HOUSE OFFICER in Surgery, vacant Ist February, 
1957. Recognised for the F.R.C.S. Greenbank Road Section. 

HOUSE SURGEON (pre-registration post), vacant imme- 
diatelv. Reengnised for the F.R.C.S. Freedom Ficlds Section. 

HOUSE OFFICER in Obstetrics, vacant 14th March, 1957. 
Alexandra Maternity Home, Devonport. 

Applications, stating age, nationality, qualifications and 
experience, together with the names and addresses of 3 referees, 
to be sent to Deputy Group Secretary, Plymouth, South Devon 
and East Cornwall General.Hospital Group, 7, Nelson-gardens, 
Stoke, Plymouth. 
PLYMOUTH. THE SCOTT ISOLATION 
PLYMOUTH SPECIAL HOSPITAL MANAGEMENT COMMITTEE. 
cations are invited for the appointment of SENIOR HOUSE 
OFFICER from Male registered medical practitioners who have 
preferably been qualified for 1 year, and have had previous 
hospital experience. The applicant should be able to drive a car. 
The duties, in 2 departments, will be chicfly in connection with 
infectious and venereal diseases, the former including a sub- 
stantial proportion of cases in children. The varied clinical 
work, including acute medical and chest cases, provides valuable 
experience, particularly to those reading for a higher medical 
degree, or contemplating General Practice. The appointment 
will be for 1 year and there is an immediate vacancy. The post 
is non-resident but the successful candidate will be required to 
live near the Hospital and be on the telephone. 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Group Secretary, Plymouth Special 
oe Management Committee, 8, Nelson-gardens, Stoke, 

*lymouth. 


PLYMOUTH. THE SCOTT ISOLATION HOSPITAL. 
HOUSE PHYSICIAN (resident), Male. Recognised pre- 
registration post which offers excellent experience. 

Applications should be sent to the Group Secretary, Plymouth 
Special Hospital Management Committee, 8, Nelson-gardens, 
Stoke, Plymouth, Devon. 


PORTSMOUTH GROUP 
COMMITTEE. 
Royal Portsmouth Hospital 
HOUSE OFFICER (pmdiatric and medical), 30 Beds. Pre- 
registration. Vacant 16th January. 
Saint Mary’s Hospital 
HOUSE PHYSICIANS (pre-registration), 74 medical beds. 
1 vacant 30th January, 1957 ; 2 vacant 31st January, 1957. 
HOUSE SURGEONS (pre-registration ), 130 surgical beds. 
2 vacant 23rd January, 1957 ; 1 vacant 31st January, 1957 ; 
1 vacant Ist February, 1957. ‘ 
Applications, stating age, experience and qualifications, 
together with the names =< 2 referees, should be forwarded as 
soon as possible to E. H. Hurst. 
St. Mary’s Hospital, Miltow road, Portsmouth. 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for MEDICAL REGISTRAR 
to the Portsmouth Group of hospitals. 

Forms of application may be obtained from the Group Secre- 
tary, Portsmouth Group Hospital Management Committee, 
Saint Mary’s Hospital, Portsmouth, which should be returned to 
him duly j Ahn > d on or before 21st January, 1957. Canvassing 
will disqualify. Candidates are invited to visit the hospitals by 
arrangement. 


PORTSMOUTH GROUP HOSPITAL "MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of ANASSTHETIC 
REGISTRAR in the Portsmouth Group, main duties at Queen 
Alexandra Hospital. 5 Consultant Anmsthetists practise in the 
Group. Post recognised for F.F.A.R.C.8. 

Forms of application may be obtained from the Group Secre- 
tary, Portsmouth Group Hospital Management Committee, 
Saint Mary’s Hospital, Milton, Portsmouth, which should be 
returned to him duly completed on or before 21st January, 1957. 
Canvassing will disqualify. Candidates may visit the above 
Hospital by arrangement with the Secretary of the Group. 


57 


HOSPITAL MANAGEMENT 


THe Lancet} 


THE LANCET GENERAL ADVERTISER [Jan. 12, 1957 


POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON (Pre-registration Intern) required immedi- 
ate y Post recognised for F.R.C.S. and F.R.C.S. Ed. 

Applications to Hospital Secretary. 

READING AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER (Area Accident and 
Orthopredic Department), vacant immediately. Recognised 
for F.R.C.S. Duties including work in area Casualty Depart- 
ment at Battle Hospital, Reading (300 Beds). Person appointed 
will work with Registrar and House Officers. 

Apply, stating nationality, present post and qualifications 

with dates, together with names of 2 referees, to Group Secretary, 
3, Craven-road, Reading. 
READING. BATTLE HOSPITAL. (391 Beds.) Applica- 
tions are invited from registered medical practitioners for the 
post of RESIDENT JUNIOR HOUSE SURGEON (orthopedic) 
in the Area Avcident and Orthoped c Department. Post vacant 
14th February. F.R.C.S. recognised. Also casualty duties. 
Salary £425-£525 p.a., less £150 board-residence. 

Apply, stating age, qualifications with dates, nationality, 

present post with 1 copy of recent testimonial, to Hospital 
Secretary. 
ROCHDALE GROUP OF HOSPITALS invites appli- 
cations from newly qualified medical practitioners for 1 year 
rotating PRE-REGISTRATION posts. The first 6 months will 
be spent as House Surgeons in the Rochdale Infirmary (2 months 
casualty, 4 months general surgery) and the second 6 months as 
House Physicians or Obstetric and Gynecological House 
Surgeons. 

Immediate application to Group Secretary, Central Offices, 
Birch Hill Hospital, Rochdale. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (neurosurgery) required 
from 18th January, 1957. Suitable for candidates seeking higher 
_— or surgical qualifications. Recognised for the F.R.C.S. 

cng. ). 

_Apply to Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford, as soon as possible. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds. ) RESIDENT HOUSE PHYSICIANS (2) required from 
24th February and Ist March, 1957. Open to either pre-registra- 
tion applicants or to fully qualified practitioners. 

Apply to Group Secretary, Romford Group Hospital Manage- 
ment Committee, Oldchurch Hospital, by 26th January, 1957. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) RESIDENT HOUSE SURGEONS (2) required from 
16th and 24th February, 1957, in the General Surgical Unit. 
Recognised for F.R.C.S. Open to either pre-registration appli- 
cants or to fully qualified practitioners. This very active Unit 
of a total of approximately 180 Beds affords ample opportunities 
for candidates to obtain first-class tuition and experience. The 
yoyo ay appointed will be attached to a unit of approximately 
cas, 

_ Applications sheuld reach the Group Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford, by 26th January, 1957. 

ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds.) RESIDENT HOUSE OFFICER (general surgery) 
required from 25th January, 1957. Post is recognised for pre- 
registration purposes and for F.R.C.S. 

_ Applications should be forwarded immediately to Medical 
Superintendent stating also names of 2 referees. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male) required from 17th 
January, 1957. Post not approved for pre-registration purposes. 

Applications should be forwarded immediately to the Secre- 

tary, Romford Group Hospital Management Committee, Old- 
church Hospital, Romford. 
RYDE. ROYAL I.W. COUNTY HOSPITAL. Isle of 
WIGHT GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required for pre-registration post (salary £425 or 
£475 according to experience) or at Senior House Officer grading 
if registered (salary £745). Appointment recognised for F.R.C.S. 
Vacant late January. 

Applications, with names of 2 referees, to Hospital Secretary 

mmediately. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Medicine for duty within the 
Rheumatic Unit at the Northern General Hospital, Edinburgh. 
The Unit undertakes considerable amount of research work and 
preference will be given to candidates with some previous 
experience in the treatment of rheumatic disorders. 

Apply, giving particulars of age, qualifications and previous 
experience, and the names of 2 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 2nd February. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR attached to the Professorial Unit 
of the Department of Tuberculosis and Diseases of the Respira- 
tory System, University of Edinburgh. Applicants will be 
expected, in addition to clinical duties, to take part in teaching 
and research 

Apply, giving particulars of age, qualifications and experience, 
and the names of 2 referees, to the Secretary, 11, Drumsheugh- 
gardens, Edinburgh, 3, by 2nd February. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL 
(274 Beds), AND SOUTHAMPTON GENERAL HOSPITAL (472 Beds). 
SENIOR HOUSE OFFICER (E.N.T.) required. This post is 
recognised for the F.R.C.S. (Eng.) and D.L.O. examinations and 
provides experience in all branches of E.N.T. work. The Group 
includes a diagnostic and distributing Hearing Aid Centre. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possible, to the Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, South- 
ampton. 
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SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) RESIDENT HOUSE SURGEON required 
beginning February. Pre-registration candidates eligible. 

Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON GROUP OF HOSPITALS. South 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
are invited for the post of REGISTRAR to the Geriatric Depart- 
ment of the above Group which is in the charge of a Consultant 
Physician. Unmarried quarters will be provided at one of the 
hospitals in the Group. 

Forms of applications which may be obtained from the under- 
signed, should be returned not later than Wednesday, 23rd 
January, 1957. 

FRANK JENNINGS, Group ae 
Southampton Group Hospital Management Committee, 

Bullar-street, Southampton. 

SOUTHEND-ON-SEA GENERAL HOSPITAL. Appli- 
eations are invited for 2 appointments of RESIDENT AN -ES- 
THETIST (Senior House Officer grade). Posts vacant mid- 
March. The appointments are recognised as fulfilling the condi- 
tions of the F.F.A.R.C.S. and the D.A. 

Applications, stating age, experience, and qualifications, with 
copies of 2 testimonials, should be sent to the undersigned not 
later than 24th January, 1957. J. C. FIELD. Secretary. _ 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of RESIDENT HOUSE SU RGEON/ 
HOUSE PHYSICIAN to run consecutively in this order from 
19th February, 1957. for a period of 6 monthsin each post. The 
post is open to pre-registration candidates. 

Apply, naming 2 referees, to Group Secretary, Salisbury Group 
Hospital Management Committee, Odstock Hospital. Salisbury. 
SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (262 Beds. Recognised for training for F.R.C.S.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (orthopedics) required. Appointment for 1 
year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board. Old 
Fulwood-road, Sheffield, by 2ist January, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (262 Beds. Recognised for the F.R.C.S.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT SURGI- 
CAL REGISTRAR required. Post vacant Ist April. Appoint- 
ment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 2ist January, 1957, giving age, 
nationality, qualifications, present and previous appointments 


(262 
Beds. ) SCUNTHORPE HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON (Senior House Officer grade) required 
mid-January. Modern well-equipped hospital offering good 
experience. 

Applications, naming 2 referees, to Group Secretary. 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited for the resident (pre-registration) post of HOUSE 
SURGEON (orthopedics), vacant immediately. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should be 
forwarded to the Group Secretary, Nether Edge Hospital, 
Sheffield, 11. 

SHEFFIELD NO. 4 HOSPITAL MANAGEMENT COM- 
MITTEE. SHEFFIELD REGIONAL HOSPITAL BOARD. RADIOTHERAPY 
SERVICES. Medical Men and Women desirous of taking u 

Radiotherapy are invited to apply for the post of RESIDEN 

RADIOLOGICAL OFFICER at Sheffield. The appointment will 
have the status of a Senior House Officer on a salary of £745 p.a. 
Approved courses for the D.M.R.T. (R.C.P. & 8.) are held at 
the Sheffield National Centre for Radiotherapy and will be open 
to the successful candidate, facilities being given to attend these. 

Applications for further particulars should be addressed to 
the Secretary, ‘‘ Broom Cross,” Tree Root-walk, Sheffield, 10. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
BOARD OF GOVERNORS AND SHEFFIELD REGIONAL HOSPITAL 
BOARD. Reciprocal Training Scheme for Senior Registrars. 
Whole-time SENIOR REGISTRAR in General Medicine 
required. Initia] tenure at Derbyshire Royal! Infirmary (416 
Beds). Appointment for 1 year in first instance and renewable 
thereafter annually. Incumbent will be transferred to the 
Teaching Hospitals for the second phase of the appointment 
in accordance with arrangements under the Reciprocal Training 
Scheme. Renewal of appointment and transfer to the Teaching 
Hospitals will be subject to satisfactory work and progress. 

Further details and form of application from the Senior 
Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield, 10. Forms to be returned 
by 2ist January, 1957. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
BOARD OF GOVERNORS AND SHEFFIELD REGIONAL HOSPITAL 
BOARD. Reciprocal Training Scheme for Senior Registrars. 
Whole-time SENIOR REGISTRAR in General Medicine 
required. Initial tenure at Leicester Royal Infirmary (492 
Beds). Appointment for 1 year in first instance and renewable 
thereafter annually. Incumbent will be transferred to the 
Teaching Hospitals for the second phase of the appointment 
in accordance with arrangements under the Reciproca) Training 
Scheme. Renewal of appointment and transfer to the Teaching 
Hospitals will be subject to satisfactory work and progress. 

Further details and form of application from the Senior 
Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield, 10. Forms to be returned 
by 21st January, 1957. 
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SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
BOARD OF GOVERNORS AND SHEFFIELD REGIONAL HOSPITAL 
BOARD. Reciprocal Training Scheme for Senior Regis rars. 
Whole-time SENIOR REGISTRAR in Anesthetics required. 
Initial tenure at Nottingham City Hospital (811 Beds). Appoint- 
ment for 1 year in first instance and renewable thereafter 
annually. Incumbent will be transferred to the Teaching Hos- 
pitals for the second phase of the appointment in accordance 
with arrangements under the Reciprocal Training Scheme. 
Renewal of appointment and transfer to the Teaching Hospitals 
will be subject to satisfactory work and progress. 

Further details and form of application from the Senior 

Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield, 10. Forms to be returned 
by Jannary, 1957. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
CHILDREN'S HOSPITAL UNIT. Applications invited for the non- 
resident post of SENIOR REGISTRAR in Pediatrics at the 
above Hospital. 

Applications, stating age, qualifications and experience, with 
the names of 3 referees, should be sent not later than 16th 
January, 1957, to the Chief Administrative Officer, The United 
Sheffield Hospitals, West-street, Sheffield, 1. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
1 a? invited for the post of ANASSTHETIC REGIS- 
TRAR. Post vacant 24th February, 1957. The successful 
candidate will be required to work in any of the Units of the 
United Sheffield Hospitals. 

Agementtens, with the names of 3 referees, should be sent 
not later than 25th January, 1957, to the Chief Administrative 
Officer, The United Sheffield Hospitals, West-street, Sheffield, 1. 
SHEFFIELD. WHARNCLIFFE HOSPITAL. (130 Beds.) 
SENIOR HOUSE OFFICER (surgery and orthopedic), non- 
resident ; also HOUSE OFFICER (surgery), resident, vacant 
from 15th January, 1957. 

Applications, with copy testimonials, to Group Secretary, 
Sheffield No. 2 Hospital Management Committee, Mid¢iewood 
Hospital, Sheffield, 6. 


SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) RESIDENT ANS- 
THETIST (Senior House Officer). Post recognised for 
F.F.A.R.C.S. Registrar also employed. Vacant end of January. 


Applications and copy testimonials to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
ST. ALBANS (near). SHENLEY HOSPITAL. Appli- 
cations are invited for the post of PSYCHIATRIC REGISTRAR 
(resident or non-resident), for 1 year in the first instance, at 
Shenley Hospital, 2360 Beds (16 miles from London). Oppor- 
tunity for work with neurotic and psychotic patients. ull 
facilities for training. The Hospital may be visited by 
appointment. 

Application forms obtainable from, and returnable to, Secre- 
—, Shenley Hospital, near St. Albans, Herts, by 3rd February, 


METROPOLITAN REGIONAL HOSPITAL BOARD. Whole-time 
ANZSTHETIC REGISTRAR required. Post recognised for 
F.F.A.R.C.S. and D.A. Hospital may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, Secre- 
tary, Mid Herts Group Hospital Management Committee, Bleak 
a Catherine-street, St. Albans, Herts, by 21st January, 

oi. 

ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) Locum Tenens ANASSTHETIC REGISTRAR 
(resident ) required for the period &th—21ist February, 1957. Post 
recognised for F.F.A.R.C.S. and D.A. 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. ST. HELENS HOSPITAL. (196 Beds.) Applica- 
tions are invited for the appointment of RESIDENT HOUSE 
SURGEON, which becomes vacant from Ist March, 1957. The 
post is recognised for Pre-registration Service. 

Applications, stating age, date of qualification and experience, 
and giving 2 names for reference, should be forwarded to— 

N. RICHARDS, Group Secretary. 

Whiston Hospital, Prescot, Lancs. 

ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. WHISTON HOSPITAL, PRESCOT. (892 Beds.) 
Applications are invited for the appointment of RESIDENT 
ANSTHETIST at the above Hospital. The post is in the 
Senior House Officer grade, and is recognised for training for 
the Fellowship of the Faculty of Anesthetists. 

Applications, stating age, qualifications, and experience, and 

ving 2 names for reference, should be sent to the undersigned 

mediately. N. RICHARDS, Secretary. 

Group Office, Whiston Hospital, Prescot. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COM- 
MITTEE. RESIDENT ASSISTANT CLINICAL PATHOLOGIST 
to the Stoke-on-Trent Group of hospitals, vacant shortly. 
Single accommodation at North Staffordshire Royal Infirmary. 
The post is Junior Hospital Medical Officer status, but applicants 
with less than 2 years —— period will be considered 
in the grade of Senior House Officer. Exceptional experience 
in hospital laboratory work. Recognised for D.C.P. and Diploma 
in Pathology. 

Detailed applications, with particulars of previous appoint- 
ments held (2 testimonials), to Group Secretary, ospital 
Management Committee, Princes-road, Stoke-on-Trent, as 
soon as possible. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 

ROYAL INFIRMARY. (455 Beds.) SENIOR HOUSE OFFICER 

(ophthalmology) required. Recognised F.R.C.S. and D.O. 
Applications to Group Secretary, Hospital Management 
mmittee, Princes-road, Stoke-on-Trent. 


STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (general surgery) required. Pre-registration 
post. Hospital recognised for F.R.C.S. 

Detailed applications, with copy to em 4 

Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (obstetrics and gynecology) required— 
vacant shortly. Pre-registration post. Recognised for M.R.C.O.G. 
and D.Obst.R.C.0.G. 

Applications to Hospital Management Committee Secretary, 
Princes-road, Stoke-on-Trent, as soon as possible. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum SENIOR SURGICAL REGISTRAR required 4th—16th 
February. 

Applications, with 2 testimonials, to Secretary. 

SULLY HOSPITAL, Sully, Penarth, Glamorganshire. 
(Thoracic Centre—324 Beds.) SENIOR HOUSE OFFICER 
(medical), required commencing 14th January, 1957. Experience 
available in investigation and treatment of all lung and heart 
diseases in adults and children. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
SUNDERLAND AREA HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT ANASSTHETIST is required for 
duties at hospitals in the above Group, Senior House Officer 
grade. Post vacant immediately. The post offers good practical 
experience under the supervision of the visiting Anzsthetists. 
The hospitals are recognised for the F.F.A.R.C.S. and the D.A. 
In addition every opportunity is given to attend lectures at the 
neighbouring University 12 miles away. 

Apply to the Group Secretary, Sunderland Area Hospital 

Management Committee, General Hospital, Sunderland, naming 
2 referees. 
SWANSEA HOSPITAL, Swansea. 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of Pre-registration HOUSE OFFICER in the 
Surgical Unit of the above Hospital. Post vacant on Ist 
February, 1957. 

Applications with full particulars should be addressed to the 
Hospital Secretary. T. E. Jones, Group Secretary. 
SWANSEA. MORRISTON HOSPITAL. (501 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the resident 
appointment of SENIOR HOUSE OFFICER in the Anwsthetic 
Department of the above Hospital. The post is recognised for 
F.F.A.R.C.S. and D.A. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, should be sent to the 
Medical Superintendent of the Hospital. 

bk. Jones, Group Secretary. 
WAKEFIELD. THE GENERAL HOSPITAL, Park Lodge- 
lane, WAKEFIELD. (158 Beds.) HOSPITAL MANAGEMENT COM- 
MITTEE NO. 9 WAKEFIELD A GROUP. HOUSE PHYSICIAN 
(general medical and geriatrics) required at the above Hospital. 
This is a pre-registration post and is vacant on Ist February, 
1957. Salary and conditions of service in accordance with 
national recommendations. 

Applications to Group Secretary, 113, Northgate, Wakefield. 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the post of RESIDENT CASUALTY OFFICER 
(Male or Female), vacant Ist February. The post is graded 
Junior Hospital Medical Officer. Scale of salary £775 by £50 
rising to £1075, less a deduction of £170 for residential emolu- 
ments. Applications will also be considered from Junior Medical 
Officers who would be graded House Officer or Senior House 
Officer at the scale appropriate to the experience of the applicant. 
Consideration will also be given to applicants who desire the 
appointment on a short-term basis. A whole-time Senior Hos- 
pital Medical Officer is in charge of the department. 

Applications, stating age, experience and qualifications, should 
be forwarded or telephoned to— 

Henry L. Boor, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 

(Tel. No.: Warrington 1666). 
WARWICK (near). KING EDWARD Vil MEMORIAL 
CHFST HOSPITAL, HERTFORD HILL, near WARWICK. JUNIOR 
HOSPITAL MEDICAL OFFICER (resident). Applications are 
invited for this appointment in a modern Thoracic Surgi 
Unit. All forms of major and minor thoracic surgery under- 
taken. Post offers wide general training in non-tuberculosis and 
tuberculosis surgery. Facilities available for postgraduate study. 
Previous experience in specialty is not essential. 

s Applications to Group Secretary, 50, Holly-walk, Leamington 
pa. 


WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. CASUALTY OFFICER (Senior House Officer). 
Modern Department employing 3 full-time Casualty Officers. 
Post recognised for F.R.C.S. Resident or non-resident. Vacant 
mid-February. 

Applications, with names of 2 referees, to the Administrator. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) ORTHOPA2DIC HOUSE SURGEON 
(with certain casualty duties) required. Post recognised for 
F.R.C.S.(Eng.) examination. Intermediate or Senior post, 
depending on experience, for Orthopedic Unit (30 Beds). The 
Orthopedic Service is in charge of a Consultant and Registrar 
closely associated with a Postgraduate Teaching Hospital. 

Applications, with copies of 2 testimonials, to the 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (313 Beds.) HOUSE SURGEON to the Senior Surgeon. 
Post vacant immediately. 

Applications, with copies of 2 testimonials, to be sent to the 
Group Secretary. 
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WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (313 Beds.) HOUSE SURGEON (post recognised by 
Royal College of Surgeons) required for general surgery with 
some E.N.T. duties. Approved pre-registration post. Vacant 
27th February. 

Applications, with copies of 2 testimonials, to the Group 

Secretary. 
WELSH REGIONAL HOSPITAL BOARD. Registrar 
(orthopedics), Royal Gwent Hospital, Newport. Separate 
Fracture and Orthopedic Unit (36 Beds). Own Outpatient, 
X-ray, and Rehabilitation Departments. Non-resident. Subject 
to review end of first year. 

Application forms from Senior Administrative Medical 
Officer, Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WESTON-SUPER-MARE GENERAL HOSPITAL. 
CASUALTY OFFICER (Senior House Officer grade) required 
Ist February, 1957, for the above Hospital. The appointment is 
recognised for F.R.C.S. examinations. 

Applications, stating age, qualifications, and experience, 

together with the names and addresses of 2 referees, should be 
addressed to the Group Secretary, Weston-super-Mare Hospital 
Management Committee. 
WICKFORD (near), ESSEX. RUNWELL HOSPITAL. 
(1032 Beds.) SENIOR HOUSE OFFICER (Male or Female) 
required for 1 of the Consultant’s Divisions and to assist in out- 
patient work. Excellent postgraduate facilities for D.P.M. 
Salary £745: residential charge £150. 

Applications, with copies of testimonials, to the Secretary. _ 
WOKING AND CHERTSEY GROUP HOSPITAL 
MANAGEMENT COMMITTER. GROUP PATHOLOGY LABORATORY. 
REGISTRAR required from April for duty in Group Labora- 
tory situated at St. Peter's Hospital, Chertsey ; laboratory 
may be visited by arrangement with Director (Ottershaw 438). 

Application forms from Secretary, Woking and Chertsey 
Group Hospital Management Committee, ‘* Huntington,” 
Guildford-road, Chertsey, Surrey. Closing date 26th January. _ 
WREXHAM (near). TREVALYN MANOR MATERNITY 
HOSPITAL, ROSSETT, near WREXHAM. (47 Beds.) Applications 
are invited for the post of HOUSE SURGEON at the above 
Hospital, to commence duties on Ist February, 1957. The 
Hospital is recognised by Central Midwives Board as a Part II 
Midwifery Training School and deals with normal and abnormal 
midwifery. 

Applications, stating age, qualifications and experience, 

together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) Applications are invited for the post of HOUSE 
SURGEON at the above Hospital, to commence duties on Ist 
February, 1957. The appointment is recognised for the Diploma 
of F.R.C.S, (Eng. and Edin.) and is a pre-registration post. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 2 recent testimonials, to be sent to 
the Group Secretary, Maelor General Hospital, Wrexham, as 
soon as possible. 

WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) Applications are invited for the post of PACSDIATRIC 
HOUSE PHYSICIAN at the above Hospital, to commence 
Ist February, 1957. The appointment is recognised for the 
D.C.H. and for pre-registration purposes 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 2 recent testimonials, to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon as 
possible. 
WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) 
Applications are invited for the post of HOUSE SURGEON 
at the above Hospital, to commence duties on Ist February, 
1957. The appointment is recognised for the Diploma of F.R.C.S. 
(Eng. and Edin.) and is a pre-registration post. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 

WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) Pre-registration HOUSE OFFICERS. 

Vacancies in Surgery occur shortly. 

Applications, with copies of testimonials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) SENIOR HOUSE OFFICER ——. Post 
vacant shortly. Recognised for D.A. and F.F.A.R. 

Apply Secretary with copies of testimonials. 

B.W.!l. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Applications are invited for the post of HOUSE 
OFFICER (post-registration) at the above-named Hospital, 
which is a general teaching Hospital of 300 Beds approved by 
the University of London for its degrees. Duties to commence 
as early as possible will include 6 months general relieving duties. 
Salary is payable at the rate of £750 p.a. and single accommoda- 
tion and board are provided at a deduction of £125 p.a. Return 
passages by sea will be provided for 1 person only. 

Applications, stating age, nationality, and details of qualifica- 

tions and experience, together with 3 recent testimonials, 
should be addressed to the Hospital Manager and Secretary, 
University College Hospital of the West Indies, Mona P.O., 
Jamaica, B.W.1., as early as possible. 
YORK. THE COUNTY, CITY, MILITARY (Civilian 
Wing), FULFORD HOSPITALS. (General hospitals of 269, 256, 60 
and 149 beds respective ly, with full Consultant staff.) SENIOR 
HOUSE OFFICER in Anesthetics, resident or non- -resident, 
required 8th February, 1957. Recognised for F.F.A.R.C.S. and 
D.A. Previous experience desirable but not essential. 

Applications, stating age, nationality, qualifications, experience 
and names of 2 referees, to Group Secretary, Bootham Park, York. 
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YORK. NABURN AND BOOTHAM PARK HOSPITAL. 
YORK A AND TADCASTER HOSPITAL MANAGEMENT COMMITTEE. 
A vacancy exists for a JUNIOR HOSPITAL MEDICAL 
OFFICER in Psychiatry at tais Hospital of 630 Beds with an 
annual admission-rate of over 570 (including Health Service, 
Amenity and Private categories) and offering good all-round 
experience in psychiatry. Previous experience in the subject is 
not essential, but preference will be given to applicants who 
wish to take the D.P.M. Facilities for attending the University 
of Leeds Courses are available. The 2 branches of the Hospital 
are an integral part of the York Comprehensive Mental Health 
Service with its associated outpatient facilities. The post may 
be resident or non-resident. 

The Hospital may be seen by appointment with the Physician- 
Superintendent, Bootham Park, York, to whom applic ations 
should be addressed, with details of career and the names of 
3 referees ; closing date 8th February, 1957. 

NORTHERN IRELAND HOSPITALS AUTHORITY. 

Applications are invited for a whole-time post as REGISTRAR 
in Psychiatry at Downshire Hospital, Downpatrick (a me ntal 
hospital). The terms and conditions will be in accordance with 
the application of the Spens report to Northern Ireland. 

Applications to be made on a form obtainable (with further 

particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44/46, Queen-street, Belfast, and to be returned not 
later than 3lst January, 1957. 
NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a whole-time post as Locum Tenens 
REGISTRAR in Psychiatry at Holywell Hospital, Antrim (a 
mental hospital) from mid- February, 1957. 

Applications to be made on a form obtainable (with further 

particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44/46, Queen-street, Belfast, and to be returned not 
later than 28th January, 1957. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as REGISTRAR 
in Aneesthetics at hospitals managed by the Belfast Hospital 
Management Committee. The terms and conditions will be in 
ne with the application of the Spens report to Northern 
reland 

Applications to be made on a form obtainable (with further 

particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 26th January, 1957. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as SENIOR 
HOUSE OFFICER in Clinical Pathology at Brooke Park 
Laboratory, Londonderry. The terms and conditions will be 
in accordance with the Authority’s application of the Spens 
report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 26th January, 1957. 
CANADA. GRACE HOSPITAL, Winnipeg, Manitoba, 
CANADA, has vacancies for RESIDENCIES and SENIOR 
INTERNSHIPS. Salary $150 per month plus room and board. 
Uniforms and laundry provided. Grace Hospital is an active 
general hospital of 230 Beds with approximately 9128 discharges 
per year. 

Applicants with credentials are invited. 

CANADA. REDDY MEMORIAL HOSPITAL, Tupper- 
street, WESTMOUNT, MONTREAL. British graduates required as 
JUNIOR INTERNES from June, 1957. Salary $100 per month, 
with full board and lodging. Also ; RESIDENT in Medicine, 
Salary $225. 

Apply : Executive Director. 

NEW YORK. ALBANY HOSPITAL, Albany, New York, 
U.8.A. PSYCHIATRY RESIDENCIES available in 655-Bed 
University-teaching General Hospital with 60-Bed acute treat- 
ment Psychiatric Unit fully approved for 3 years training. 
Experience includes dynamically-oriented psychotherapy with 
children and adults, shock therapies, and neurologic training. 
Salary range $3000- $4000 annually. 

Address inquiries to Medical Director. 

NEW YORK. NEW ROCHELLE HOSPITAL, New 
ROCHELLE, NEW YORK, U.S.A. (360-Bed general community 
hospital.) Approved by the Joint Commission on Accreditation 
of Hospitals. Also approved by the American College of Surgeons 
and American Medical Association for Interneship and Residency 
training. Only graduates from approved university seheale 
accepted. INTERNESHIPS available for the 1 year term com- 
mencing Ist July, 1957. Stipend is $200 per month plus complete 
maintenance. Passage back to England paid by Hospital after 
completion of 12-month Jnterneship. 

Apply Superintendent. 

U.S.A. MIRIAM HOSPITAL, 164, Summit-avenue, 
PROVIDENCE 6, RHODE ISLAND, U.S.A. INTERNSHIP. For Ist 
July, 1957, appointment. 150-Bed, voluntary general hospital. 
U.S. Department of State’s Exchange Visitor Programme 
P-1514. 1-year Internship. Approved by American Medical 
Association (pre-requisite for specialty residency). Internship 
rotates trainee through supervised services in medicine, surgery, 
obstetrics, peediatrics, anasthesia, pathology and radiology. 
Remuneration $200 per month, plus full maintenance, 2 weeks 
paid vacation. The education programme of this Hospital is 
conducted by Alex. M. Burgess, M.D., 8C.D., F.A.C.P., Director 
of Professional Education. 

Write air-mail to I. HERBERT SCHEFFER, M.D., Executive 
Director, for application blank and detailed information. 
U.S.A. PITTSFIELD GENERAL HOSPITAL, Pittsfield, 
MASS., U.S.A. RESIDENT in Pathology. 200-Bed hospital 
with well-equipped laboratory in beautiful, congenial part of 
New England. Summer and winter sports. English Pathologist. 
Medical school appointment available. Salary $300 monthly. 
Passage paid. 

Apply air-mail Dr. W. BEAUTYMAN, Pathologist. 
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U.S.A. ELMHURST GENERAL HOSPITAL, E!imhurst, 
NEW YORK, U.S.A. (960 Bed general municipal hospital, formerly, 
New York City Hospital.) Approved by the Joint Commission 
on Accreditation of Hospitals. Also approved by the American 
College of Surgeons and American Medical Association for 
Interneship and Residency training. Only graduates from 
approved university schools accepted. Several openings in 
Rotating and Straight INTERNESHIPS and a few first and 
second year RESIDENCIES are available for the term com- 
mencing Ist July, 1957. Stipend for Internes is $855 per year 
plus complete maintenance. 

Apply to Chairman of Interne and Resident Committee. 
U.S.A. the ELIZABETH HOSPITAL, Elizabeth, New 
JERSEY, U.S. Applications are invited for 12 months 
ROTATING INTERNSHIP - ; July or January term. 

Write Administrator. 


Public Appointments 


ATOMIC ENERGY RESEARCH ESTABLISHMENT. 
HARWELL. A MEDICAL OFFICER is required by the United 
Kingdom Atomic Energy Authority for work at the above 
Establishment in the first instance. Experience in industrial 
medicine, outpatient and general practice, a Diploma in Indus- 
trial Health will be advantageous. Comme neing salary £1850 at 
37 years of age (there would be some reduction for a younger 
officer), rising to £2300 p.a. 

Send postcard for further details and an application form, 
which must be returned by 22nd January, 1957, to Establish- 
ment Officer, Atomic Energy Research Establishment, Harwell, 
Didcot, Berks, quoting refe ~ nce 695 75. 

DERBYSHIRE COUNT COUNCIL. County Health 
DEPARTMENT. SENIOR MEDICAL OFFICER FOR MENTAL 
HEALTH. Applications are invited from registered medical 
practitioners for this whole-time superannuable post. Experi- 
ence in dealing with educationally subnormal children and 
mental defectives is necessary for carrying out the duties. 
The possession of a Diploma in Public Health or in Psychological 
Medicine would be regarded as an important additional qualifica- 
tion. Salary £1520—£50 (1) and £55 (7 )-£1955 p.a. Car allowance. 

Particulars and application forms obtainable from Dr. J. B. 8. 
MorGAn, County Medical Officer, St. Mary’s-gate, Derby, to 
whom they should be returned by 28th January, 1957. 
DERBYSHIRE COUNTY COUNCIL. County Health 
DEPARTMENT. MATERNITY AND CHILD WELFARE 
MEDICAL OFFICER (Female). Applications are invited from 
fully qualified medical practitioners for this whole-time super- 
annuable post. Candidates should be experienced in antenatal 
work, midwifery, and children’s diseases, as they will be required 
to hold consultations at the Council’s Maternity and Child 
Welfare Clinics and Centres, and to perform such other duties 
as may be required. Salary £1050-£50-—£1200-—£55-4£1475 p.a., 
plus a car allowance. 

Particulars and application forms are obtainable from Dr. 

J. B. S. MorGan, County Medical Officer, St. Mary’s Gate, 
Derby, and should be returned to him duly completed not later 
than 3lst January, 1957. 
FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointment as Appointed Factory Doctor is 
vacant. Apply to ¢ 14 Inspector of Factories, 19, St. James’s- 
square, London, 8.W. 


Latest date for receipt 
District County of applications 
POPLAR - LONDON 26TH JANUARY, 1957 
LANCASHIRE COUNTY COUNCIL. Applications are 
invited from registered medical practitioners for appointment as 
ASSISTANT DIVISIONAL MEDICAL OFFICERS. Vacancies 
in areas around Lancaster, Swinton and Pendlebury and Bolton. 
Possession of Diploma in Public Health desirable. Salary £1050, 
rising to £1475 p.a. Travelling and subsistence allowances. 


Application forms and further particulars from County 
Medical Officer, Serial 3, East Cliff County Offices, Preston. 
Application forms to be returned by 2nd February, 1957. 


MIDDLESBROUGH. COUNTY BOROUGH OF MIDDLES- 
BROUGH. ASSISTANT MEDICAL OFFICER OF HEALTH 
AND SCHOOL MEDICAL OFFICER required. Applicants 
must be registered medical practitioners holding the D.P.H. or 
equivalent and previous experience in public health or in general 
practice desirable. Work is under the direction of the Medical 
Officer of Health and will be mostly administrative and partly 
including port health.- Salary 
£1475 p.a. 

Applications, with names of 3 referees, to the Medical Officer 
of Health, 26, Southfield-road, Middlesbrough. 
GOVERNMENT OF BRITISH GUIANA. Junior Ophthai- 
MOLOGIST required to assist in treatment of eve diseases at 
Public Hospital, Georgetown, and other hospital, as required 
and to be responsible for indoor and outdoor patients. Other 
duties include special inspections of school children and holding 
of clinic sessions at District Hospitals. Candidates must hold 
D.O.M.S. registrable in United Kingdom or F.R.C.8. (Eye) and 
have been actively engaged during past 3 years. Appointment 
on permanent basis with pension (non-contributory) 1/600th 
of final pensionable emoluments for each completed month of 
service ; or on contract for 3 years resident service with gratuity 
(taxable ) of 22} % of salary for each 3 months service. Candidates 
from National Health Service may retain superannuation rights 
during service abroad (up to 6 years) and receive gratuity 
(taxable) of 20% of their salary on leaving oversea employment. 
Salary £1600 a year plus non-pensionable allowance of £250 a 
year in lieu of consultation fees. Free unfurnished quarters or an 
allowance of £100 a year in lieu. Generous home leave. Free 
passages on appointment for Officer, wife, and children under 18 
years, not exceeding 5 persons in all. Assisted passages for Officer 
and wife on leave. 

Application forms from Director of Recruitment, Colonial 

Office, London, 8.W.1 (quoting No. BCD.117/30/020). 


GOVERNMENT OF BRITISH GUIANA. 
invited for following posts :— 

(1) MEDICAL OFFICERS for general medical duties. 
Salary scale £950-£1450 a year, starting salary according to 
qualifications and experience. 

(2) PATHOLOGIST for New Amsterdam and Mental 
Hospitals to have charge of Laboratory staff, buildings, and 
equipment : to supervise laboratories of Government Hospitals 
and be responsible for training of Laboratory Technicians. 
Salary £1600 a year plus non-pensionable allowance of £250 a 
year in lieu of consultation fees. Private practice not permitted. 

Appointments on permanent basis with pension (non- 
contributory) 1/600th of final pensionable emoluments for each 
completed month of service ; or on contract for 3 years resident 
service with sabe (taxable) of 224% of salary for each 3 
months service. Candidates in National Health Service may 
retain their superannuation rights during service abroad (up to 
6 years) and receive gratuity (taxable) of 20% of the aggregate 
of their salary on leaving oversea employment.. Free unfurnished 
quarters or an allowance of £100 a year in lieu. Generous leave. 
Free passages on appointment for Officer, wife, and children 
under 18 years, not exceeding 5 personsin all. Assisted passages 
for Officer and wife on leave. Income-tax at local rates. Candi- 
dates must possess medical qualifications registrable in the 
United Kingdom including, for the pathological vacancy, a 
Diploma in Pathology or Bacteriology. 

Application forms from Director of Peorsinent, Colonial 
Office, London, S.W.1 (quoting No. BCD.117/30/01 


NATIONAL COAL BOARD (South-Western ——— 
invite applications for the post of AREA MEDICAL OFFICER 
in their No. 4 (Aberdare) Area. Applicants must be registered 
medical practitioners and have had a good clinical background. 
Previous experience in general practice and industry and a 
knowledge of the coal industry would be advantageous. The 
successful applicant will be responsible for the supervision of 
industrial health services in the Area, including the examina- 
tion of new entrants and will be re quired to live in, or near the 
Area. Salary range £1400—-£2150 p.a. 

Full particulars of age, qualifications, experience and positions 
held, should be sent to the Divisional Chief Staff Officer, National 
Coal Board, Cambrian Buildings, Mount Stuart-square, Cardiff, 
by 3ist January, 1957. 


NAVY, ARMY AND AIR FORCE INSTITUTES. Applica- 
tions are invited from medical practitioners (Male and Female) 
for part-time appointments as ASSISTANT MEDICAL 
OFFICERS at the London Headquarters of this Corporation. 
Candidates should have considerable experience of general 
medicine including experience im general practice. Remuneration 
will be in accordance with B.M.A. salary scale for Industrial 
Medical Officers. 

Applications, stating age, qualifications and experience, should 
be sent to Chief Medical Officer, Navy, Army and Air Force 


Applications 


Institutes, Imperial Court, Kennington-lane, London, 8.E.11, 
NORFOLK. COUNTY OF NORFOLK. The Norfolk 


County Council and the County District Councils concerned 
invite ‘applications from registered medical practitioners holding 
the Diploma in = Health for the whole-time sppentness 
of ASSISTANT COUNTY MEDICAL OFFICER AND DIS- 
TRICT MEDICAL OFFIC ~'s OF HEALTH for Area No. 7 
comprising Downham Market Urban District, Downham Rural 
District and Marshland Rural District, with a total population 
of approximately 43,000. The person appointed will be em ee 
for seven-elevenths of his time as Assistant County Medical 
Officer and four-elevenths as District Medical Officer of Health. 
He will act as an Assistant County Medical Officer under the 
direction of the County Medical Officer find as District Medical 
Officer of Health he will be subject to the instructions of the 
District Councils concerned. The combined salary scale will 
be £1646 rising to a maximum of £1917 p.a. Travelling and 
subsistence expenses will be paid in accordance with the County 
Council's scales. 

Application forms, together with further particulars of the 
appointment, can be obtained from the ypniennes d Medical Officer, 
29, Thorpe- -road, Norwich, to whom completed copes 
forms should be returned not later than 21st January, 1 


OLDHAM. COUNTY BOROUGH OF OLDHAM. Appli- 
—- are invited from registered medical] practitioners for the 
appointment of ASSISTANT MEDICAL OFFICER OF 
HEALTH AND ASSISTANT SCHOOL MEDICAL OFFICER, 
ae b affords an excellent opportunity for obtaining experience 
in the Public Health and School Health Services. Sal £1050- 
£50-£1200-£55-£1475 p.a. The point of entry will fixed 
according to qualifications and experience. The appointment is 
superannuable and subject to medical examination. 
Applications, stating age, qualifications and experience, should 
be forwarded to the Medical Officer of Health, Public Health 
Department, Town Hall, Oldham, together with copies of 2 
testimonials, or the names of 2 persons to whom reference 
may be made. EDWARD HAINES, Town Clerk. 


YORK. CITY OF YORK EDUCATION COMMITTEE. 
SCHOOL HEALTH SERVICE. Applications are invited from Male 
registered medical practitioners for the permanent post of 
ASSISTANT SCHOOL MEDICAL OFFICER. Applicants will 
be required to devote their whole-time to the duties of the 
office. Preference will be given to those who have had special 
experience of diseases of children. The salary offered is in 
accordance with the Whitley Council scales—i.e., £1050-£50— 
£1200-£55-4£1475 p.a. The appointment will be subject to the 
Local Government Superannuation Acts and to the passing of a 
medical examination. 

Form of application and conditions of appointment may be 
obtained from the undersigned on receipt of a stamped addressed 
envélope, and should be returned by 25th January, 1957. 

H. OLDMAN , Chief Educ ation Officer. 

Education Offices, 5, St. Leonard’s- ‘place, York. 
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SWINDON. BOROUGH OF SWINDON. Appointment 
of DEPUTY MEDICAL OFFICER OF HEALTH AND 
SCHOOL MEDICAL OFFICER. Applications are invited from 
duly qualified medical practitioners holding a Diploma in Public 
Health or similar qualification, for the appointment of Deputy 
to the Medical Officer pf Health and Principal Borough Se hool 
Medical Officer, who is also Area Medical Officer under the 
Wiltshire County Council. The salary is at the rate of 
£1396 4s. 3d. p.a., rising by 2 increments of £60, 2 of £57 14s. 7d. 
and 1 of £31 16s. 5d. to a maximum of £1663 9s. 10d. p.a. 

Applications, together with the names of 3 persons to whom 
reference may be made, must be submitted to the Town Clerk, 
Civic Offices, Swindon, by 28th January, 1957. Further 
particulars will be supplied on request. 


WESTERN AUSTRALIA. STATE PUBLIC SERVICE. 


MENTAL HEALTH SERVICES. MEDICAL OFFICER (Child 
Guidance Clinic). 
Salary range : £A2537-€A2607 (gross) p.a., plus £100 if in 


possession of a Diploma in Psychiatry. 

Qualifications : candidates must possess a medical degree 
registrable in Western Australia. Preference will be given to 
candidates intending to specialise in child psychiatry who have 
had some e xperience in this field and who possess & postgraduate 
qualification in psychiatry and/or pediatrics. 

Transport : a reasonable amount will be allowed for transport 
of appointee and dependent family to Western Australia 
provided bond entered into to serve State for a period of at least 
3 years. 

Conditions of service : superannuation benefits ; long service 
leave (3 months on full pay after each 7 years of continuous 
service) ; cumulative sick leave and other benefits applicable to 
permanent public servants. 

Applications in duplic ate, stating age, marital status, quali- 
fications and experience, should be addressed a4 2nd February, 
1957, to Official Sec fe 1 ig Agent General for W.A., Savoy House, 
Strand, London, W.( 


WESTERN REGION OF NIGERIA. Specialist Obstetri- 
CIAN required for obstetrical and gynecological duties, including 
outpatient, maternity, child welfare, and antenatal work in the 
larger provincial hospitals of the Region (which are being 
enlarged up to 200 Beds), and to assist in training midwives. 
Candidates should have registrable medical qualifications and 
the M.R.C.O.G., with considerable experience of major surgery 
in their specialty, and have had at least 6 years post-registration 
experience. 

Appointment may be :- 

(a) From the National Health Service, candidate retaining 
superannuation rights up to 6 years and receiving a gratuity 
(taxable) of 20% of aggregate of salary, or 

(6) On short-term contract (1 tour in first instance of 12-24 
months duration according to age) 

Salary under (a) £2220 a year, ‘and (b) £2448 and gratuity 
(taxable) on satisfactory completion of contract at rate of 
£37 10s. for each completed period of 3 months service (including 
leave). Officer appointed under (6) required to contribute to 
Widows’ and Orphans’ Pension Scheme. 

Quarters provided at low rental. Taxes at local rates. Annual 
leave permissible : generous home leave granted after each tour 
of 18-24 months. Free return passages for Officer, wife, and 
children (up to 3). 

forms from 
Office, London, 8.W.1 (quoting No. 


Gen ral Practice 
For an Executive Council pos (England and Wales) apply on form E.C.164 
obtainable from the uncil. Mark envelope Vacancy." 


HORNSEY. Applications invited for Vacancy, previously 
carried on by a lady doctor. List at present approximately 1600. 
Intermediate area. Premises available for purchase or rent. 
Apply on Form E.C.16a before 19th January, 1957, to the 
Clerk, paw moog 3 Exec utive Counc il, Gloucester House, Gloucester 
Gate, London, N.W.1. 


GOOLE. Applications are invited for a Vacancy at Goole 
(urban). List at present 3043. Residence and surgery for sale. 
Apply on Form E.C.16a to the undersigned not later than 
19th January, 1957. Further particulars available to applicants 
on request. 
C. H. STABLER, Clerk of the West Riding Executive Council. 
5, St. John’s-north, Wakefield. 


KEIGHLEY. Applications are invited for a Vacancy at 
Keighley (urban) in consequence of the resignation of husband 
and wife who practised in partnership, their lists at present 
being 1877 and 1814 respectively. Residence and surgery for 
sale. Apply on Form E.C.16a to the undersigned not later than 
26th January, 1957. Further particulars available to applicants 
on request. C, H. STABLER, 
Clerk of the West Riding Executive Council. 
5, St. John’s-north, Wakefield. 
WORCESTERSHIRE, OLDBURY, near BIRMINGHAM. 


Director of Recruitment, Colonial 


BCD.117/410/06). 


Urban VACANCY due to retirement on 3ist March, 1957 
List 2942. Residence and surgery may be available. Closing 
date 19th January, 1957. E.C.16a and full written details 


from the Clerk, Worcestershire Executive Council, 29, Foregate- 
street, Worcester. 


Hospital Services : Non-Medical Appointment 


SOUTH CHESHIRE HOSPITAL MANAGEMENT COM- 
MITTEE. BIOCHEMIST for Group Laboratory Service required. 
Whitley Council salary scales, and Conditions of Service. 

Apply immediately to the Group Secretary, Barony Hospital, 
Nantwich, stating age, qualifications and experience, and giving 
the names of 3 referees. 


Appointment : Too Late for Classification 


GLASGOW, 8.W.1. SOUTHERN GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER in Pathology. 

Write to Secretary, Board of Management for Glasgow South- 
Hospitals, 1301, Govan-road, Glasgow, S.W.1, naming 
2 referees. 


Pharmaceutical Director. A well-known British Group 
with extensive Medical, Surgical and Pharmaceutical interests 
invites applications from men of suitable experience to develop 
its interests in the pharmaceutical field. The applicant should 
be aged between 35 and 45 years, and in addition to wide com- 
mercial experience must be qualified in chemistry, pharmacy or 
medicine. The appointment is at Board level, at which he will be 
required to collaborate closely with the Research Organisation 


of the Group. 
Re. THE LANCET Office, 
2 


Full particulars to : Addre 
7, Adam-street, Adelphi, 
Diagnostic Radiologist wishes nS join another sharing 
rooms in Harley-street area.—Address, No. 272, THk LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 
Cumberland-place, Marble Arch. 
with service and waiting- -room. Permission to share.—A)} 
3746, or write ULLMANN, 34, Southwick-street, London, W.2. 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. He mat ology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE Lrp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 
Typewriting and Duplicating. First-class work at moder- 
ate prices by aes rienced medical typists. Electric a AO 
—SYBIL RANG, , Heath-street, Hampstead, London, N.W.3 
(HAM 


MANAGEMENT SELECTION LIMITED have 
been retained to advise on the selection of the 


DEVELOPMENT DIRECTOR 


for an ethical pharmaceutical company in London. He 
will be responsible for the development of new products 
including direction of pharmaceutical laboratories, 
initiation and evaluation of clinical trials, advice on 
marketing and technical approval of promotional 
literature. 

This well-established company is part of an 
internationally known U.S. organisation whose leading 
status is being maintained by an annual expenditure of 
about 8 million dollars on research and development. 
It is intended to augment the ° development 
programme and there are plans to build a new factory 
and laboratories. The position includes some overseas 
travel in order to maintain personal liaison with leading 
medical scientists at home and abroad. 

Fk are invited from physicians (M.D. or 
M.R.C.P. an advantage) who have experience of 
po ae or conducting clinical trials of new drugs. 
They must also have a flair for weighing technical, 
professional and commercial viewpoints and provide 
evidence of an imaginative and constructive approach. 
Salary according to reputation, but will interest those at 
present earning £3000 or more. 

Please send brief details in strict confidence to 
R. A. DENERLEY (AN.241), Management Selection Ltd., 
17, Stratton-street, London, W.1. No information will 
be passed to our clients without candidates’ permission 
after full personal discussion at which the identity of 
the Company will be disclosed. 


OPPORTUNITIES OVERSEAS 


A large number of professional men and women are 
seeking @ wider scope for their qualifications in Canada. | 
We are spec.al.sts in the operation of Canad.an Emigra- 
tion. 

Passages by sea or air arranged at shcrt notice. 

Household and personal effects and medical equipment 
coll ct.d and pack d by experienced staff and sh.pped 
under door—door arrangements. 

NOW IS THE TIME to write to us for passenger. 
pone me estimates for removals or information of 
any kind. 


J. H. LEWIS & PARTNERS LTD. 
(Officially appointed agents) 

Dept. EXI. Tele.: REGent 4712 
173 REGENT STREET, LONDON, W.I 
Established i911 
and at most main towns of the U.K. 


PUBLISHED by the Proprietors, Tae LANCET LIMITED, 
London and Aylesbury-——Saturday, 
-Entered as Second Class at the New York, 


Printed by Hazetn, Watson & VINEY, LTD., 
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Metabolic Insufficiency 


is a syndrome characterised by 
the co-existence of several 


signs and symptoms suggesting 
a state of metabolic dysfunction 


In many patients suffering from Metabolic Insuf- 
ficiency ‘ Cynomel ’ produces a positive improve- 
ment within a matter of days. 
‘Cynomel’ should be administered discriminately. 
Before prescribing ‘Cynomel’ the physician should 
be fully conversant with the available literature. 
In sug. and 2gug. (scored) tablets, both in 
containers of 100 and 1000. 


Cynomel L-triiodothyronine 
the new treatment for Metabolic Insufficiency 


an SKF preparation @) * Cynomel ’ is a trade mark 


Smith Kline & French 
represented by Menley & James, Limited 


CMP 126 
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BENADRYL* —a pioneer in the field of anti- 
histamine therapy — successfully continues to 
counteract and moderate the effects of allergy. 
It brings relief to sufferers from hay-fever, 
vasomotor rhinitis, angioneurotic oedema and 
urticaria, and is also of value in skin affec- 
tions and pruritic conditions associated with 
allergy. The Parke-Davis range of BENADRYL 
products provides for oral administration, 
topical and ophthalmic application, and offers 
also a solution for injection where, in acute 
allergic conditions, rapid action is required. 
*Trade Mark 
Benadryl Capsules * Benadryl Ophthalmic 
Benadryl! Elixir * Benylin Expectorant * Benadryl Cream 
Benadryl Emplets * Caladry!l Cream and Lotion 
Bena-Fedrin Nasal Decongestant 


BENADRY 


a successful antihistamine 


° 


Yea” 


Parke, Davis & Company, Ltd 


(Inc. U.S.A.) HOUNSLOW, MIDDLESEX 


Tel : Hounslow 2361 
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